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Although less than a year has elapsed since 
the publication of “Proceedings of the First 
Clinical ACTH Conference,’ recent ad- 
vances”) in the field of ACTH-cortisone 
therapy justify an additional progress note. 
During this interval particular interest has 
been shown in cortisone therapy, since this 
steroid is at last available in quantities suf- 
ficient for widespread clinical investigation. 
The costs of both cortisone and ACTH have 
decreased. Manufacturers have also begun 


to use beef pituitary glands in the production 
of ACTH (adrenocorticotropic hormone). 
This review is concerned with what has re- 
cently been learned concerning the clinical 
action of ACTH and cortisone, with special 
reference to the latter. 


Comparison of ACTH and Cortisone 

ACTH and cortisone were first used at 
almost the same time, and both have produced 
beneficial results in numerous diseases. The 
two agents differ greatly, however, in their 
mode of action in the body. ACTH is a pro- 
tein (? peptide) hormone, and is produced 
by the anterior pituitary, while cortisone is 
a synthetic steroid, similar to the steroids of 
the adrenal cortex. The action of injected 
ACTH depends entirely upon the ability of 
the patient’s own adrenal gland to respond. 
Cortisone, on the other hand, acts even in the 
absence of adrenal tissue. 

Figure 1 (reprinted from Thorn, For- 
sham, and colleagues®*)) demonstrates im- 
portant differences in mechanism of action 
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between ACTH and cortisone. Table 1 com- 
pares ACTH and cortisone with respect to 
several of these factors. 

How these two agents produce dramatic 
improvement in numerous diseases is still 
largely unknown, although information is 
accumulating rapidly. Sprague®’ recently 
summarized our present status as follows: 

1. An important medical advance has been 
made in the observation that rheumatoid ar- 
thritis, acute rheumatic fever, and a variety 
of other conditions are rapidly reversible by 
these hormones. 

2. The diseases which are favorably modi- 
fied by cortisone and ACTH are not cured by 
them. 

3. Cortisone and ACTH can induce a va- 
riety of therapeutic effects, both desirable 
and undesirable. One of the greatest prob- 
lems at present is how to dissociate the unde- 
sirable effects from the beneficial effects. 


Results of Experiments 

Histologically, the adrenal cortex is com- 
posed of three zones: an outer zona glomer- 
ulosa, a middle zona fasciculata, and an inner 
zona reticularis. Histochemical studies’ sug- 
gest that the outer zone secretes desoxycorti- 
costerone-like steroids, which regulate sodi- 
um and potassium balance, and that the 
middle zone secretes carbohydrate-regulating 
(cortisone-like) steroids. Other evidence’ 
strongly implicates the inner zona reticularis 
in the production of adrenal androgenic 
steroids. 

Experiments with animals have served to 
clarify somewhat the mode of action of ad- 
ministered cortisone. Rats injected with cor- 
tisone acetate over a period of forty-two days 
showed complete loss of lipoid and 17-ketos- 
teroid-like material in the middle and inner 
zones of the adrenal cortex'®’. There was no 
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apparent effect on the outer cortical zone 
(glomerulosa). When cortisone was discon- 
tinued, there was a histologic return to nor- 
mal within seventeen days. 
_ Since these changes are similar to those 
which occur with hypophysectomy in the rat, 
the hypothesis that cortisone blocks pituitary 
ACTH production has been tested”). This was 
done by administering cortisone to hypo- 
physectomized rats maintained on injected 
ACTH. Adrenal atrophy did not occur, a re- 
sult in support of the hypothesis. Cytologic 
evidence that the pituitary gland is affected 
by cortisone also exists, since changes similar 
to those described by Crooke have been ob- 
served recently in the pituitary cells of pa- 
tients dying while under cortisone treat- 
ment), 

ACTH and cortisone may exercise their in- 
fluence directly at the end organ. An im- 
portant effect of these two agents is their 


ability to interfere with hypersensitivity re- 
actions. Both anaphylaxis and tuberculin re- 
actions have been inhibited by these drugs". 
Wound healing has been found to be delayed 
by cortisone®®. Local application of corti- 
sone appears to have a direct effect upon the 
cells of the epidermis, causing thinning, 
diminution of cell size, and slowing of hair 
growth®®, 


Encouraging Clinical Results 

Congenital adrenal hyperplasia 

One of the most interesting and gratifying 
advances of the last few months has been the 
discovery that relatively small daily doses of 
cortisone reverse many of the features of 
pseudohermaphroditism due to congenital 
adrenal hyperplasia". This disease, which is 
characterized by precocity and macrogenito- 
somia in males, and by precocity and pseudo- 
hermaphroditism in females, has not previ- 
ously been amenable to surgical or medical 
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Table 1 


Comparison of Cortisone and ACTH 


Cortisone 
A steroid (11-dehydro-17-hydroxy- 
corticosterone); molecular 


Chemical structure 
weight 360 
Source 


Available forms 1. 


Effect on normal production of 
ACTH from pituitary glands 


Effect on normal adrenal gland 


adrenal cortex 
Effect in Addison’s disease 


Discovered in beef adrenal gland; 
now synthesized from bile acids 


Micro-crystalline saline sus- 
pension for injection 
2. Tablets for oral use 


Suppresses endogenous ACTH (7?) 


Suppresses adrenal function and 
produces temporary atrophy of 


Improves carbohydrate defect; 


ACTH 

A protein, although active portion 
may be a peptide; molecular 
weight 23,000 

Prepared by fractionating pro- 
teins of anterior pituitaries of 
hogs or cattle 

Sterile powder, to be dissolved in 
saline and given by injection 
only 

Augments endogenous ACTH 


Stimulates normal adrenal func- 
tion, and causes temporary hy- 
perplasia of adrenal cortex 

None 


corrects water diuresis test 


(Kepler-Power) 


therapy. Figure 2 presents data on such a 
case obtained by Wilkins and colleagues”. 
The lowering of urinary 17-ketosteroids was 
followed by dramatic clinical feminization of 
a virilized girl, including the development of 
breast tissue and the beginning of normal 
menstrual periods. 

A recent report indicates that cortisone 
may also be effective when given orally”. 
Unpublished observations by Wilkins and 
colleagues"''” indicate that orally adminis- 
tered cortisone is effective in producing con- 


siderable diminution of urinary 17-keto- 
steroids in congenital adrenal hyperplasia. 


Rheumatoid arthritis 

Further experience in the treatment of 
rheumatoid arthritis with ACTH and corti- 
sone has accumulated®’. Prior to August, 
1950, the Mayo Clinic group had studied 23 
patients with this disease who had been 
treated with ACTH or cortisone. Of these 
patients, 13 had received 90 to 95 per cent 
relief, 9 had received 75 to 90 per cent relief, 
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and one had received only moderate relief. 
When treatment was withdrawn, relapse en- 
sued from five to fourteen months after the 
drug was stopped. Other investigators have 
reported similar results"®), The dosage of 
cortisone acetate necessary to produce the 
foregoing results averaged saat 100 mg. per 
day for adults. 


Acute rheumatic heart disease 

A number of patients with acute rheumatic 
heart disease have now been treated with 
cortisone or ACTH, and encouraging results 
have been obtained in some clinics*. Be- 
cause of the chronic nature of the disease, it 
will be some time before it is known whether 
such treatment alters the course of rheumatic 
valvular damage. The dosage of ACTH for 
proper control (40 mg. per day) is relatively 
low compared with the required dosage of 
cortisone acetate (about 100 mg. per day). 
Thorn has suggested cortisone as the agent 
of choice in the treatment of rheumatic heart 
disease, because of the acute sodium-retain- 
ing effect of ACTH, and the subsequent 
danger of pulmonary edema”. 


Acute gouty arthritis 

Acute gouty arthritis has been shown to 
respond to small amounts of ACTH (50 mg. 
every six hours for two or three doses), and 
to recur in forty-eight to seventy-two hours, 
unless treatment with colchicine is also main- 
tained®), 


Bronchial asthma and hay fever 

ACTH, administered in doses of 50 to 100 
mg. per day for four to twenty-one days, has 
caused alleviation of symptoms of acute asth- 
ma, and has produced remissions lasting 
from four days to ten months*!>), Cortisone 
acetate, in doses of 100 to 200 mg. per day, 
has relieved ragweed, hay fever, and asth- 
ma), but in general does not appear to be as 
effective as ACTH in ees bronchial 


asthma»), 


Drug hypersensitivity reactions 

Extensive studies have indicated the value 
of ACTH and cortisone in the study and 
treatment of hypersensitivity"’:!°', Favor- 
able responses have recently been obtained 
by the use of ACTH in hypersensitivity re- 
actions to iodine, sulfonamides, penicillin, 
atropine, and in a case of urticaria due to 
cold sensitivity"®. Doses of 25 to 120 mg. of 
ACTH were used, averaging approximately 
100 mg. per day. A patient with sensitivity 
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Table 2 


Disease States in Which ACTH or Cortisone 
Therapy is Beneficial 


Adrenocortical dysfunctions (cortisone) 
Congenital adrenal hyperplasia 
Addison’s disease 
Postoperative therapy of total or partial 
adrenalectomy 
Therapy of surgical patients having inadequate 
adrenocortical reserve 
Hy peasy syndromes 
Serum sickness 
Bronchial asthma (acute and chronic) 
Drug hypersensitivity reactions 
Exfoliative dermatitis 
Periarteritis nodosa 
Cranial arteritis 
Urticaria 
Vasomotor rhinitis 
Rheumatoid arthritis 
Acute rheumatic heart disease 
Loeffler’s syndrome 
Acute gouty arthritis 
Idiopathic hypoglycemia 
Severe burns 
Lupus erythematosus (early cases) 
Ocular inflammations 
1. Non-granulomatous iritis 
2. Sympathetic ophthalmia 
3. Tuberculous uveitis 
4. Vernal conjunctivitis 
5. Herpes zoster ophthalmicus 


rr 


a 


9 PIS? OT 20 BO ps 


to penicillin responded to 200 mg. of corti- 
sone acetate given daily. 


Inflammatory eye disease 

Harvey and colleagues"™) have reviewed 
the literature and have presented 13 cases 
of ocular inflammation that were treated 
beneficially with ACTH or cortisone. Corti- 
sone instilled locally was found to be effec- 
tive in diseases involving the anterior por- 
tion of the eye. A significant series of experi- 
ments by Woods and Wood"* demonstrated 
that in the eye parenterally administered 
cortisone and ACTH block the inflammatory 
reaction secondary to bacteria] infection. 
These authors also found that cortisone in- 
jected directly into the anterior chamber 
blocked the inflammatory reaction to chemi- 
cal irritants. 
Disseminated lupus erythematosus 

Carey and colleagues"® have reviewed the 
literature, and have presented information 
on a number of cases of disseminated lupus 
erythematosus treated with ACTH and corti- 
sone. The daily dosage of ACTH averaged 
100 mg. Cortisone was begun with an initial 
dose of 200 to 400 mg., the amount being 
gradually reduced. The results were inter- 
preted to be generally encouraging. Studies 
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Table 3 


Disease States in Which ACTH or Cortisone 
Therapy Has Been Disappointing 


Poliomyelitis Hypertension 

Progressive muscular Diabetes mellitus 
atrophy Peptic ulcer 

Sarcoidosis Fibrosis of the pancreas 

Myasthenia gravis Multiple sclerosis 

Cancer Pemphigus 

Leukemia . Mental disease 

Lymphoma Paget’s disease 


Liver disease Pernicious anemia 


Glomerular nephritis 


by Brunsting and colleagues”) led to similar 
conclusions, 


Severe burns 

Preliminary observations on the successful 
use of ACTH in treating severe burns in 
adults®® have been reported. Other studies 
on children®® are in progress. 


Surgical cases 

The estimation of adrenal reserve in pre- 
operative surgical patients has been accom- 
plished by the use of eosinophil response to 
ACTH®”, and the surgical management of 
patients with inadequate adrenal cortical re- 
serve is under investigation®*). Edwards and 
colleagues at Duke have made an interesting 
contribution in using ACTH to treat unsuc- 
cessful skin grafts*). 


Other diseases 

Table 2 outlines those diseases in which 
ACTH or cortisone therapy has been found 
to be beneficial. 


Disappointing Clinical Results 


Table 3 lists a number of clinical states in 
which treatment with ACTH or cortisone 
has produced questionable or negative results 
(also see Thorn and others®"). Unless there 
is a clear indication for treatment with these 
potent agents, prolonged administration to 
patients is ill advised. This point has been 
emphasized by Taylor and colleagues®* in 
reviewing many cases of cancer treated with 
ACTH or cortisone. 


Undesirable Effects of ACTH and 

Cortisone Therapy 

The broad metabolic effects of ACTH and 

cortisone include both beneficial and detri- 

mental changes. The undesirable features 

may become a complication of the prolonged 
administration of either drug”. 

The most obvious change may be a gain 

in weight as a manifestation of edema, to- 
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gether with a slight to moderate increase in 
blood pressure. Signs of Cushing’s disease 
(such as hirsutism, acne, hypokalemia, and 
hypochloremic alkalosis) may develop. Hy- 
perglycemia with glycosuria and _ striae 
seem to occur less frequently. Further com- 
plications of ACTH-cortisone therapy may 
be delayed wound healing and psychiatric 
disturbances. 

Prolonged administration of ACTH or cor- 
tisone produces a significant increase in 
blood cholesterol'*®). The occurrence of hypo- 
thyroidism in patients treated with these 
agents over a long period has been de- 
scribed?®, 

Abrupt withdrawal of either hormone may 
result in signs of hypoadrenocorticism, such 
as muscular weakness and the diminution of 
urinary 17-ketosteroids below pretreatment 
levels. It has been found beneficial to with- 
draw hormonal therapy gradually. 


Avoidance of Undesirable Effects 


If hormonal therapy is used with patients 
who have limited cardiac reserve or renal 
damage as in cases of acute rheumatic cardi- 
tis or advanced lupus erythematosus, the de- 
velopment of edema and hypertension may 
be lessened by a low sodium diet. A daily 
chart of fluid intake-output and weight is 
valuable in predicting trouble. 

If marked euphoria or mood-swings de- 
velop in a patient on hormonal therapy, one 
should be on guard for further psychiatric 
disturbances, and consider discontinuing 
treatment. Psychoses have developed in pa- 
tients under treatment with these drugs. 

Potassium depletion, which can be detected 
by finding low serum potassium and chloride 
and high serum carbon dioxide, may occur. 
Other possibilities are muscular weakness, 
and electrocardiographic lowering or inver- 
sion of T-waves and depression of the S-T 
segment. There is an excessive loss of both 
potassium and chloride in the urine. The ad- 
ministration of 2 to 4 Gm. of potassium chlo- 
ride per day is advised for adults under these 
circumstances. 

In the event that ACTH or cortisone 
is given to diabetic patients, it must be re- 
membered that the insulin requirement may 
rise sharply on administration and fall on 
discontinuation of the hormone. 


Summary and Conclusions 


ACTH and cortisone appear to act on 
nearly all body cells. Both helpful and harm- 
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ful effects are produced. We may no longer 
conceive of these therapeutic agents as hav- 
ing a single, specific effect. As Ingle has so 
aptly stated, “The consequences, of cortical 
hormone action spread through the organism 
in a manner reminiscent of the waves caused 
by the impact of a stone in a pool of water, 
but the point of impact of the hormone re- 
mains unknown for the present.’ 
Although the route of action of ACTH and 
cortisone is not yet clear, much is being 


learned about the optimal dosage and mode 
of administration, and about the avoidance 
of undesired effects. These agents are serv- 
ing as valuable tools with which to study and 
treat certain diseases. 


The author is indebted to Drs. Lawson Wilkins and 
John F. Crigler for helpful suggestions. 
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Abstract of Discussion 


Dr. J. Gilmer Mebane (Rutherfordton): Are the 
other preparations which are recommended for use 
in conjunction with vitamin C effective at all? 

Dr. Gardner: Some grave dangers are attached to 
treating patients with desoxycorticosterone. Irre- 
versible changes can be produced by using that com- 
pound alone in excess. As to using vitamin C in con- 
junction with desoxycorticosterone, I don’t think 
anybody has any sound information. 

Questioner (not identified for reporter): I would 
like to know the value of a low sodium diet with 
ACTH 

Dr. Gardner: The restriction of sodium with ACTH 
is advisable. When severe hypertension or congestive 
heart failure is feared the patient is placed on a low 
sodium diet. That makes it difficult to interpret-the 
results, since reduced sodium in itself influences the 
secretion of adrenal cortical hormones. When ani- 
mals are placed on a low sodium diet, the outer re- 
gion of the adrenal cortex begins to hypertrophy, so 
that any change made in dietary minerals also af- 
fects the secretion of these hormones. 


Devel- 
and 
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THE EFFECT OF 
PARA-AMINOBENZOIC ACID (PABA) 
OR ITS SODIUM SALT ON THE 
ERYTHROCYTE SEDIMENTATION 
RATE IN VITRO 


JOHN ©. HAYWARD, M.D. 
and 
GEORGE T. HARRELL, M.D. 


WINSTON-SALEM 


Dependable objective criteria are con- 
stantly being sought by which the improve- 
ment induced by drugs in the rheumatic pa- 
tient can be measured. The laboratory de- 
termination most widely used in evaluating 
the clinical course of rheumatic states is the 
sedimentation rate. The salicylates are still 
the drugs most generally used in the treat- 
ment of these conditions. Rosenblum and 
Fraser” have reported that para-aminoben- 
zoic acid (PABA) has a beneficial effect on 
the clinical symptoms of rheumatic fever. 
This drug has also been used in the treatment 
of other types of disease, such as rickettsial 
infections and lupus erythematosus. 


The sedimentation rate is known to be af- 
fected by various drugs or by physicochemi- 
cal factors acting in vitro®’. The effect of the 
salicylates on the sedimentation rate in vitro 
and in vivo has been investigated’. It has 
been shown, for instance, that the sedimen- 
tation rate is definitely slowed if sodium 
salicylate is added to the blood in vitro and 
the mixture allowed to stand for twenty-four 
hours. Because of the similarity in chemical 
structure between salicylic acid and para- 
aminobenzoic acid (fig. 1), a series of experi- 
ments were performed to determine the ef- 
fect of para-aminobenzoic acid or its sodium 
salt on the sedimentation rate in vitro. 


Methods 


Fourteen hospitalized patients on the 
wards of the North Carolina Baptist Hos- 
pital served as donors for the blood. The pa- 
tients had various types of clinical conditions, 
but none had a history of any rheumatic 
disease. No patient had received either salicy- 
lates or para-aminobenzoic acid during his 
stay in the hospital. Some patients had nor- 
mal sedimentation rates; in others the rate 
was increased. 
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Fig. 1. 


Blood drawn from 10 patients was placed 
in tubes containing dried potassium and am- 
monium oxalate as an anticoagulant). The 
oxalated blood in carefully measured quanti- 
ties was transferred at once to a series of 
seven vials containing dried para-aminoben- 
zoic acid. The final dilution of PABA in the 
vials ranged from 10 to 70 mg. per 100 ec. by 
increments of 10 mg. An eighth vial which 
contained no PABA, but only oxalated blood, 
was used as a control. The vials were rotated 
by hand for three to five minutes in order to 
dissolve the drug. The blood from the vials 
was then immediately introduced into Win- 
trobe sedimentation tubes, and the rate of fall 
after one hour was recorded. The observed 
rate was corrected for anemia by the chart 
of Wintrobe and Landsberg”. 

Since the sodium salt of para-aminobenzoic 
acid is used more frequently than -para- 
aminobenzoic acid in treating patients, the 
experiment was repeated, using blood drawn 
from 4 patients. Duplicate tests were done on 
each sample of blood—one with PABA, the 
other with its sodium salt. 

In order to check the calculated concentra- 
tions of the drug”, the quantity of PABA 
in an aliquot of the blood was determined 
chemically. Determinations made on all dilu- 
tions, in at least two sets of samples in each 
experiment, showed that the actual concen- 
tration of the drug was within 5 mg. per 100 
cc. of the calculation. 


Results 


The corrected sedimentation rates recorded 
in experiment 1 (using PABA) are shown in 
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Table 1 
Corrected Sedimentation Rate of Blood (in Millimeters per Hour) 
after the Addition of PABA in Varying Concentrations. 
Concentrations 4 Patient Number Statistical 
of PABA (in Calculations* 
mg. per 100 cc.) 1 2 3 4 5 6 7 8 9 10 t P 
0 28 20 8 28 0 34 15 14 18 9 
10 28 20 6 24 8 26 16 11 18 11 451 7 
20 28 20 7 24 8 32 14 9 21 11 0 0 
30 26 18 6- 28 6 32 14 8 23 10 -268 8 
40 28 16 5 25 8 25 13 7 21 11 .949 A 
50 26 18 5 24 0 32 14 6 20 7 2.65 .03 
60 23 14 1 5 0 30 12 6 19 0 3.04 015 
70 24 12 1 18 0 26 12 3 12 3 6.06 <.01 
The following formulae were applied: 
2 
t -d é d’- (ed) 
= 54 $°d ey St 
n (n-1) 


A value for P of less ‘than 0.02 was considered significant. 
The results obtained with PABA in patients il-14 were added to these data in order to increase 
the size of the sample, and the statistical significance was then recalculated. The values of P re- 


mained essentially the same. 


Table 2 


Corrected Sedimentation Rate of Blood (in Millimeters per Hour) after 
the Addition of PABA or the Sodium Salt of PABA in Varying Concentrations 








Concentration PABA 
of PABA (in mg. Patient Number 

per 100 cc.) 11 12 13 14 
0 16 19 21 25 
10 17 21 25 26 
20 16 20 20 30 
30 13 21 22 25 
40 10 22 21 23 
50 14 22 18 26 
60 17 14 16 24 
70 18 10 12 18 





table 1. Though the figures reveal a tendency 
toward a slight decrease in the sedimentation 
rate as the drug levels become higher, statis- 
tical analysis fails to reveal any significant 
difference until a concentration of 60 mg. 
per 100 cc. is reached. 

The results in experiment 2 (using PABA 
and sodium PABA) are shown in table 2. 
Statistical analysis reveals a_ significant 
change in the sedimentation rate only in the 
highest concentration—70 mg. per 100 cc. 


Comment 
No significant slowing of the sedimenta- 
tion rate of blood was observed as a result of 
the addition in vitro of PABA or its sodium 
salt in concentrations achieved by adminis- 
tration of the usual therapeutic doses. When 
the drug is administered to a patient, it is 


Na PABA Statistical 
Patient Number . Calculations* 
12 13 14 t P 
16 17 25 26 
16 24 23 22 .105 >9 
11 21 25 26 .136 9 
14 23 18 29 0 0 
15 21 16 26 554 6 
16 17 16 21 1.61 Pe 4 
10 16 0 23 1.59 3 
10 13 10 18 3.44 .03 


“* The statistical calculations apply only to the values for Na PABA. 


metabolized rapidly. It is possible that some 
metabolic product of PABA may be found 
subsequently to alter the sedimentation rate. 
The drug or a metabolic product may have 
some effect on the blood which would not be 
reflected in the sedimentation rate and which 
might account for the improvement in clini- 
cal symptoms. 

Since PABA is rapidly metabolized and 
since most clinical determinations of the 
sedimentation rate are done soon after with- 
drawal of the blood, it was not felt necessary 
to repeat the experiment after allowing the 
mixture to stand for a period of hours. 

Blood levels above 50 mg. per 100 cc. are 
rarely encountered in patients receiving 
PABA therapeutically. These concentrations 
are reached only with massive doses of the 
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drug or as a result of decreased urinary out- 
put. The slowing of the sedimentation rate 
observed at 60 to 70 mg. per 100 cc. was felt 
to be of no clinical significance. 


Summary 


Neither para-aminobenzoic acid or its sodi- 
um salt, in concentrations as high as 50 mg. 
per 100 cc., significantly altered the sedi- 
mentation rate of blood in vitro. 
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TREATMENT OF ADVANCED 
STRICTURES OF THE RECTUM DUE TO 
LYMPHOGRANULOMA VENEREUM 


H. MAX SCHIEBEL, M.D. 
DURHAM 


The problem of lymphogranuloma venere- 
um with advanced rectal stricture is of great 
concern to two people—the miserable patient 
and the conscientious physician who tries to 
cure him. 


History, Etiology, and Complications 

Larsen” in 1849 described an inflamma- 
atory stricture of the rectum in women which 
was apparently lymphogranuloma venereum. 
In 1864, a local excision of the anus for non- 
malignant stricture was reported by Glaser’, 
In this case a colostomy was necessary later 
because of a recurrence. Nicolas, Favre, and 
Durand®) described and named the disease 
in 1913. In the French and Spanish litera- 
ture, which contains many more cases than 
our own, lymphogranuloma venereum is gen- 
erally referred to as Nicolas-Favre disease. 

This condition, which is caused by a fil- 
trable virus”, is apparently responsible for 
the majority of non-malignant strictures of 
the rectum and colon. In both males and fe- 
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males the disease may begin as a mucosal 
infection (proctitis), presumably following 
pederasty®). The more common form, how- 
ever, is the submucosal lymphatic infection 
which drains back from the vagina through 
the tissues around the vagina and rectum to 
the pararectal glands. This form, of course, 
occurs only in the female. Firm fibrous tis- 
sue replaces the normal elastic tissue in this 
region. Multiple small abscesses develop, bur- 
rowing in many directions and producing 
sinuses and fistulous openings into the rec- 
tum, vagina, and ischiorectal areas. Infec- 
tion with a heterogeneous bacterial flora is 
superimposed. 

In at least 24 cases of lymphogranuloma 
venereum, the development of superimposed 
carcinoma has been reported". Taussig‘” 
and Smith) have stated that the Frei test is 
frequently positive in cases of vestibular or 
vulvar carcinoma. One patient in my own re- 
port (with this condition) later developed 
carcinoma of the cervix. Binkley and Der- 
rick® tested 19 patients with squamous cell 
carcinoma of the rectum with Frei antigen. 
A positive reaction was obtained in 8 cases, 
and in 3 others anal signs strongly suggestive 
of pre-existing lymphogranuloma venereum 
were present. 


Review of Therapy 

The French surgeons were the first to 
recognize the need for surgery in patients 
with far advanced strictures"°. A local exci- 
sion of the lesion similar to the old White- 
head operation has been performed in Eng- 
land. One of my patients had such a resection 
performed sixteen years before a radical op- 
eration finally produced a cure. 

In 1933 Martin“, reporting 227 rectal 
strictures in Negro females, stated that the 
disease was incurable and eventually fatal. 
No definite method of treatment was sug- 
gested. 

All agree that dilatations (a treatment 
honored only by time and wide usage) are 
only palliative, and the results have not been 
improved by combining this measure with 
radiation, diathermy, and various drugs. Di- 
latation is not without danger, and numerous 
cases of rupture of the bowel wall, some oc- 
curring intraperitoneally, are recorded. 
While cure by sulfonamide drugs has been 
reported in isolated cases, it is likely that 
in most cases only the secondary infection 
is influenced"*’, 
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Barber and Murphy” performed a pre- 
liminary colostomy, followed by an abdomi- 
noperineal or sacroperineal resection. In 
many cases where a colostomy alone,has been 
performed, the granulomatous stricture-pro- 
ducing lesion has ascended to, involved, and 
passed the colostomy. Such a case is included 
in the series reported herewith. 

Woods and Hanlon"*) reported a large 
series of cases treated by surgery. Colostomy 
alone was performed in 34 cases, and radical 
resections in 35. Twenty-three of these radi- 
cal operations were combined adominoperi- 
neal resections, and good results were ob- 
tained in 20 of these cases. Nine were peri- 
neal resections of the Lockhart-Mummery 
type; results were good in 5 of these cases, 
fair in 2, and poor in 2. In this country the 
majority of patients have been treated with 
dilatation alone, or with colostomy when the 
patient refused more dilatation. The more 
radical definitive surgery has been employed 
only at such large centers as the Baltimore 
City Hospital“”, Bellevue Hospital in New 
York”, the Cincinnati General Hospital’, 
and the Harlem Hospital. In the last insti- 
tution, Wright and his co-workers") have fol- 
lowed the Pauchet technique of high colos- 
tomy, perineal resection and pull-through, 
and finally closure of the colostomy. Twenty- 
six operations of this type were performed, 
with an 8 per cent mortality. Among the 12 
patients who were followed, 8 obtained satis- 
factory results. 

In my own experience I have found that 
dilatation, drugs, and simple surgical pro- 
cedures are palliative measures only. Radical 
surgery is the only method of. treatment 
which has eradicated the disease. 


Analysis of One Hundred and 
Thirty-Nine Cases 

During the last ten years (1940 through 
1949) 139 cases of lymphogranuloma vener- 
eum have been seen at three hospitals in Dur- 
ham. I have analyzed these 139 cases, and 
found that only in my own cases has a radical 
operation been performed. 

This series contained 133 females and 6 
males. The 6 males were very carefully 
screened, and there was thought to be no 
question of the diagnosis. Only 3 were given 
a Frei test; 2 reactions were positive and the 
other was questionable. The average dura- 
tion of symptoms before examination was 
four years. 
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Symptoms 

The major symptom was pain on defe- 
cation; this was present in all patients. One 
hundred and four had noted the frequent 
passage of purulent material. Constipation 
was present in 92, bleeding in 71, and inter- 
mittent bouts of diarrhea in 21. Two com- 
plained of amenorrhea, which was attributed 
to marked anemia. 


Physical findings and blood counts 

Only those cases of lymphogranuloma 
venereum in which a stricture was present 
are included in this series. Forty-three pa- 
tients were described as having hemorrhoids. 
In 41 cases these were specified as external 
hemorrhoids; the other 2 patients had both 
external and internal hemorrhoids. These 
should more properly be called “lymphor- 
rhoids,” as they consisted of large, thick, flat 
or pyramidal tags of edematous tissue. 
Greenblatt and Wermer) have shown that 
these are not true hemorrhoids, and the fact 
that only 2 patients were said to have in- 
ternal hemorrhoids lends confirmation to 
this belief. Anal fistulas, usually multiple, 
were present in 23 cases. Eight patients had 
rectovaginal fistulas, one of which had de- 
veloped during a delivery. 

The average hemoglobin in this series was 
63 per cent, and .the lowest was 22 per cent. 
As is usual in chronic diseases, the leukocyte 
count was not markedly elevated, the aver- 
age being 8,106. 

Methods and results of treatment 

Three patients refused treatment, and 
were not seen again. Thirty-six were re- 
ferred elsewhere for treatment, either to 
their own physician for dilatation, or to an- 
other hospital. One had an ill-advised ileos- 
tomy as the result of a mistaken diagnosis of 
ulcerative colitis. The patient was in ex- 
tremis, with a hemoglobin of 38 per cent, and 
died five days after operation. This was the 
only death in the series. In 2 cases an un- 
successful attempt was made to repair the 
recto-vaginal fistula without associated co- 
lostomy. This leaves 97 cases in which treat- 
ment was directed toward the major com- 
plaint — painful defecation and _ stricture, 
with or without associated lymphorrhoids, 
fistula, bleeding, or other complaints. 

All patients had had some dilatations or 
attempts at dilatation. In 61 cases more than 
four dilatations were carried out. Prior to 
1939, tartar emetic was injected once or 
twice weekly. Since 1939 various sulfona- 
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mides have been used in conjunction with 
dilatation. All types have been tried, the em- 
phasis being on sulfaguanadine and sulfa- 
suxidine. 

Removal of associated lymphorrhoids was 
done 18 times, and 6 of these patients had 
subsequent additional therapy. Only 1 fair 
result was obtained from this procedure; re- 
sults were poor in 15 cases, and two were 
lost to follow up. Abscesses were incised and 
drained in 7 cases, and a poor result was ob- 
tained each time; 3 of these patients under- 
went further definite surgery. Of the 16 pa- 
tients subjected to fistulectomy, one had a 
fair result, 13 had a poor result, and 2 were 
not followed. Six had additional surgery. 

Of the 61 patients treated by four or more 
dilatations with or without these various ad- 
juncts, none were cured; 7 had fair results, 
40 had a poor result, and 14 disappeared 
while under treatment and were lost to fol- 
low-up. Two patients had to be admitted to 
the hospital as emergency cases—one with 
an intraperitoneal rupture of the colon, and 
the other with very severe, diffuse perineal 
infection due to rupture of the rectal seg- 
ment below the peritoneal floor. 

Colostomy was performed 21 times. Two 
of these patients are free of all troubles and 
11 are improved (a fair result). The results 
were poor in 7 cases, and 1 patient was not 
followed. Six of the 7 patients who obtained 
poor results had additional surgery. 

A combined abdominoperineal resection 
was done on 12 patients. In 2 this was the 
plan of treatment adopted on the first exami- 
nation (after numerous dilatations had been 
performed elsewhere). In the other 10 pa- 
tients this final definitive therapy was chos- 
en because of continuation of severe anemia 
with bleeding, passage of purulent material, 
and pain following lesser procedures. 

One patient died of another disease, but 
was apparently free of rectal symptoms. 
Eleven considered themselves well, with a 
healed perineum, a well functioning colos- 
tomy, and no anemia. They were all able to 
do their regular work. 

Two patients had a perineal or sacral re- 
section. One is well and the other has had a 
fair result, but requires occasional dilatation 
of the anus. 

Case Reports 

Two of the unusual cases in this series 
are reported below. They illustrate in detail 
the progressive stages of the disease. 
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Case 1 


A 19 year old girl was first seen in 1933 with a 
stricture of the rectum beginning 2% cm. above the 
anal margin, and extending upward 11 cm. The Frei 
test was positive. Her chief symptoms were pain in 
the abdomen, constipation, pain on defecation, ribbon 
stools, a pink, frothy discharge, marked anemia, and 
weight loss. The rectum would admit only a no. 12 
catheter. After several months of treatment by dila- 
tations, which were carried out with much pain, a 
tangential colostomy was performed. 

She was not seen again until 1943, at which time 
she complained that the colostomy was closing up. 
An exploratory operation for intestinal obstruction 
had been performed, but none was found. One other 
operation was performed for fistula and peri-anal 
abscess. 

Re-examination showed a tightly constricted co- 
lostomy opening 1 cm. in diameter, with an indur- 
ated, raised skin margin. The rectum was still drain- 
ing purulent material, and would not admit a no. 14 
rubber catheter. The hemoglobin was 46 per cent. It 
was felt that the patient had persistent active lymph- 
ogranuloma venereum of the rectal area, with a 
keloid-like stricture of the colostomy. An attempt 
was made to dilate the colostomy under anesthesia. 
Instead, it split longitudinally down the bowel, into 
the peritoneal cavity. Immediate exploration showed 
that the granulomatous process had advanced up- 
ward, passing the colostomy, to the splenic flexure. 
A complete transverse colostomy was performed 
through normal bowel wall. She recovered rapidly 
and was discharged. 

Two months later she was readmitted, having 
gained 20 pounds in weight. A combined abdomino- 
perineal resection of the left side of the colon and 
rectum was carried out. Complete healing took place 
in three weeks. The specimen removed was thick 
walled and friable, and the mucosa over more than 
one half of the surface up to the colostomy was 
absent. There were multiple small sinuses leading 
from the lumen to small abscesses in the wall of the 
bowel. 

A letter received in April, 1950, stated that the 
patient was quite well. She had no anemia, and she 
had had a second pregnancy, with delivery by caes- 
arean section in 1949, 


Case 2 


A colored woman, aged 31, was admitted to the 
hospital on October 27, 1943, with a complaint of 
constipation which had been gradually increasing 
since she had had a fistulectomy four years previous- 
ly. Except for obesity, the only abnormal finding was 
a dense, fibrous stricture of the rectum beginning 
1% cm. above the anal margin. The rectum admitted 
only a no. 2 French catheter. Following gradual 
dilatation, a no. 5 bougie could be passed. The stric- 
ture was found to extend upward 5 cm., above which 
level the mucosa appeared normal. Kahn and Kline 
tests were negative, but the Frei test was positive. 

Since it was felt that this lesion could be completely 
extirpated by perineal excision, an unusual procedure 
was carried out. With the patient in the prone posi- 
tion, the anus was draped out of the field, and a 
clean incision extending from 1% cm. above the anus 
to the coccyx was made in the midline posteriorly. 
Dissecting along tissue planes, the rectum was mo- 
bilized well up into the hollow of the sacrum until a 
long, redundant loop including the lesion was avail- 
able. This incision was closed and dressed. A circular 
incision was then made around the anal edge, and 
the free space was quickly entered. The loose bowel 
was withdrawn, and several] sutures were used to ap- 
proximate the subcutaneous tissue and muscle fibers 
to the bowel wall 644 cm. above the anus. A 6 cm. 
section was cut away, and the mucosa was sutured 
loosely to the skin. 





52 NORTH CAROLINA MEDICAL JOURNAL 


Convalescence was rapid and uneventful. The pa- 
tient was discharged after thirteen days, with a well 
functioning anus. There was a little rough granula- 
tion tissue at the suture line, which disappeared in 
about six weeks. She was entirely well six years 
later. ‘ 

The specimen removed showed a complete loss of 
rectal mucosa over most of the surface. The tissue 
was thick and fibrous, and many small sinuses were 
present. 

Conclusions 


When a definite stricture has formed in 
lymphogranuloma venereum, complete reso- 
lution never occurs. In some instances care- 
ful attention to the elimination of secondary 
infection, correction of minor surgical com- 
plications, and regular dilatations produce 
a fair result, so that the patient is able to 
carry out a normal daily routine. In 9 out 
of 10 patients, however, such a happy result 
is not obtained. Diversion of the fecal cur- 
rent and removal of the diseased tissue will 
produce a cure or marked improvement in 


these patients. 
From the literature reviewed and the data 


gathered here, one may conclude that: 

1. Dilatations are never curative. 

2. The firm, fibrous tissue strictures 
never disappear. 

3. Mucosa destroyed over large areas 
never regenerates. 

4, Colostomy does not always arrest the 


disease. 
5. Abdomino-perineal resection is a sat- 
isfactory method of treating this condition. 
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Abstract of Discussion 


Dr. Donnell Cobb (Goldsboro): My experience with 
this condition has been similar to that which Dr. 
Schiebel reported in the majority of this series, All 
of my patients have been Negro women, and the 
treatment has consisted of tartar emetic, sulfona- 
mides, antibiotics, and minor surgical procedures to 
drain the abscess and fistula. None of the patients 
have shown much improvement. 

I think that Dr. Schiebel has described the only 
definite means that we have at our disposal for cur- 
ing these patients. After hearing his excellent pre- 
sentation, I am sure that I will be able to treat these 
people more intelligently in the future. 

Dr. William Hollister (Pinehurst): While my ex- 
perience with the surgical treatment of this condi- 
tion has been very limited, I have had the opportun- 
ity to follow some of Dr. Schiebel’s cases, and I 
thoroughly concur in his belief that the combined 
abdominal-perineal resection is the proper method of 
treatment. 

I think Dr. Schiebel is to be commended for being 
bold enough to go ahead with this type of procedure. 
He assures me that the technical difficulties of the 
operation do not preclude a fairly easy surgical re- 
moval of the lower segment of the bowel. 

I would like to reiterate what Dr. Schiebel has 
already said about the possibility of superimposed 
malignancy in these chronic granulomatous lesions. 
We all know that carcinomas do develop in the tuber- 
culous lung, and those of us who do thoracic surgery 
are always on the lookout for this complication in a 
tuberculous lesion. Dr. Schiebel might be considered, 
at least in North Carolina, a pioneer in this form 
of surgical therapy for rectal stricture due to lympho- 
granuloma venereum. 





Loss of weight with diarrhea.—It is a mistake to 
imagine that, because a patient who has diarrhea 
has not lost weight, he therefore cannot have a 
neoplasm in the colon. It should be our aim to diag- 
nose these cases early and hand them over to the 
surgeon before they have become cachectic. It is true 
that, when a patient with chronic diarrhoea asserts 
that he has not lost weight, one is usually justified 
in concluding that the cause is functional, but there 
is no reason to suppose that psycho-neurotic patients 
are immune from organic diseases such as cancer. 
—W. Lindsay Lamb: The Investigation of Chronic 
Diarrhoea in Adults, Edinburgh M. J. 55:206 (April) 
1948. 
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RECENT ADVANCES IN THE 
DIAGNOSIS AND TREATMENT OF 
EPILEPSY 


RICHARD L. MASLAND, M.D. 
and 
MARVIN J. ROSENBLUM, M.D. 
WINSTON-SALEM 


Experience of a number of clinics for the 
treatment of convulsive disorders has shown 
that patients suffering from this type of dis- 
ease are not receiving the maximum benefits 
from medical therapy now available. 

To determine the improvement which can 
be achieved with medical treatment, we have 
summarized our results in a series of 45 pa- 
tients selected at random (fig. 1). Under 
therapy, the number of patients having one 
attack or less every six months was increased 
from 3 to 27. In other patients, less dramatic 
amelioration of the frequency and severity 
of epileptic seizures was obtained. 

Similar results were reported recently 
from a clinic in Birmingham"), Patients who 
had never received any treatment averaged 
eighteen seizures per month. Patients who 
had had treatment of one sort or another 
prior to reporting to the clinic averaged four- 
teen seizures per month. Following treat- 
ment in the clinic, the frequency of seizures 
in the average case was reduced to two per 
month. Only 15 per cent of the patients were 
capable of working prior to treatment, while 
45 per cent were doing at least part time 
work under the therapy provided by that 
group. 


Read before the Section on Public Health and Education, 
Medical Society of the State of North Carolina, 
May 8, 1950. 

From the Department of Neurology, Bowman Gray School of 
a of Wake Forest College, Winston-Salem, North Caro- 
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Fig. 1. Results of treatment in 45 unselected cases. 






Except for the _ electroencephalograph, 
which does, to a certain extent, make diagno- 
sis and treatment more effective, no method 
was used in the treatment of the patients in 
the Birmingham clinic or in our clinic in 
Winston-Salem that is not generally avail- 
able. However, since these clinics were able 
to bring about such striking improvements, 
it is evident that the patients’ previous treat- 
ment must have been inadequate. There are 
probably three reasons to account for the 
fact that many epileptics have not been re- 
ceiving the maximum benefit of medical ther- 
apy—ignorance on the part of the public, 
wrong diagnosis, and inadequate knowledge 
of the newer medications. 


The Need for Education of the Public 


One important factor is the ignorance of 
the general population about the nature and 
treatment of epilepsy. There is still a great 
tendency to look on epilepsy as a disgrace, to 
feel that little can be accomplished by treat- 
ment, and to keep the disease hidden as much 
as possible. We recently examined a patient 
in our clinic who had been suffering from 
convulsions for twenty years, but had never 
previously sought medical attention. Epi- 
lepsy, we feel, is a public health problem 
which deserves far more publicity and a far 
more vigorous educational campaign than 
has previously been provided. 


The Diagnosis of Bizarre Forms of Epilespy 

The second important factor contributing 
to the inadequacy of treatment is misdiagno- 
sis. Among the patients whom we have been 
able to help most is a group suffering from 
disease of the temporal lobe, whose automa- 
tisms and psychic equivalents are mistaken 
for hysteria or anxiety symptoms. 

We have summarized the subjective com- 
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Table 1 
Subjective Symptoms of 100 Patients With Lesions 
in the Temporal Lobe as Demonstrated 
by the Electroencephalogram 


Symptoms Incidence 
IRR i Se etrete atau acsatet wats gies sicea ss esac gees 15% 
Panne Tesine ‘ell: over 2.05 11% 
EONS. OF OOS © cic i ele ts ieee 10% 
Numbness of lips ....... bis seated 17% 
Choking or throat ON ec eg 17% 
TteTTNOOR: 20 TNE os eckson ck 12% 
CRRSL 08th OF: OVONROR oo 12% 
ag NRE Sie ilo eal ret eGR slag Ra AO 6% 
Nausea or abdominal discomfort ..........0000000...... 28% 
a a a a gd 


Indescribable feeling 
Faintness or dizziness 
Deja vu phenomenon 
Recollection 
Forced thinking 
Dream state 








Disturbances of vision .. 9% 
Strange appearance of surroundings ...............10% 
PUR oer a 15% 
AUIONy IBEUFORNOO oo 1% 
Olfactory disturbance. ...........0..2......cccccsscesssesssceoeeese 1% 


plaints of 100 patients whom we have studied 
and who were complaining of symptoms re- 
ferable to the temporal lobe. In each in- 
stance the presence of disease in this area 
was confirmed by electroencephalograms, 
by operation, or by both (table 1). Sometimes 
such symptoms occurred as the aura of an 
attack, and sometimes as minor seizures 
which were not followed by a convulsion. In 
a few instances, minor seizures of a purely 
subjective character preceded by many years 
the occurrence of any convulsion, and several 
patients who had never had a true convulsive 
seizure were observed. It is among these pa- 
tients whose symptoms are purely subjective 
that diagnosis is most difficult, since the pos- 
sibility of epilepsy is more likely to be con- 
sidered when the patient has actually had a 
convulsion. 
Classification of symptoms 

The types of symptoms listed in table 1 
may be summarized under four headings: 
The first group consists of visceral sensa- 
tions, including most commonly a peculiar 
quivering. A numb feeling may start in the 
pit of the stomach and rise slowly up to the 
sternum and throat. A sensation of choking 
or swelling of the tongue is quite common, 
and numbness of the hands and lips is also 
observed. Both hands are often involved, even 
though the electroencephalographic evidence 
may be lateralized. Those patients with a 
sensation of choking may be thought to have 
globus hystericus, and those with the numb- 
ness or tingling are often classified as cases 
of the hyperventilation syndrome. 
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Included in the second group of symptoms 
are changes in the patient’s relationship to 
his surroundings, such as a bizarre feeling 
of a change in the appearance of nearby ob- 
jects, a sense that they are receding or ap- 
proaching, or simply a complaint that things 
look strange. 

The third group has to do with memory 
and recall. In this category are included 
dream states, the well known deja vu phe- 
nomenon, and attacks which start with a 
recollection of something that has happened 
before. 

Finally, a certain number of patients with 
temporal lobe diseases have an inability to 
talk or a true aphasia preceding the seizure, 
or as the sole manifestation of their diffi- 


culty. 


Patients’ descriptions of symptoms 

The following verbatim descriptions given 
by the patients serve to illustrate the vague- 
ness of these symptoms. 


Case 1 


Patient: “The best I can tell you is that I just 
feel kind of numb and I just kind of go away, you 
know, and just feel queer. Just the best I can tell 
you is feeling queer. It don’t last over a minute 
or two and then I’m just like normal again.” 

Patient’s Husband: “She’d feel ’em coming on 
her, but yet she couldn’t explain how it was, and 
if she was doing anything, she would just make 
a dive for the bed and she wouldn’t more than lay 
down until she’d get up and go on about her work 
and she knew that she was having them. She’d 
tell us she wished we could see how funny we 
looked. She says, ‘You have the funniest actions 
I ever saw.’ Now that was the beginning of the 
first spells. Says ‘You look the funniest and have 
the funniest actions’; says ‘I just wish you could 
see how you look.’ ” 


Case 2 


Patient: “Everything seems so familiar and real. 
It seems like I’ve dreamed it or it’s happened be- 
fore, but I know it hasn’t happened before and I’m 
thinking with two minds at once.” 

Doctor: “Is there any change in the appearance 
of your surroundings?” 

Patient: “They don’t actually seem to move 
physically closer to me, but they just seem so 
much more real, For instance, if it were to happen 
right here I, would feel like I had been knowing 
about every page on there all the time, and you 
were my long lost friend and we had rehearsed 
this before and I knew exactly what was going to 
be said next, but I wouldn’t be at all surprised if 
it weren’t said. I had that in church. I just knew 
a child was going to come walking up the aisle, 
but I knew I didn’t know it, but I just couldn’t 
resist the temptation to look down the aisle—I was 
sitting on an aisle seat—and of course there was 
no child coming up the aisle, but I wasn’t sur- 
prised—I knew there wouldn’t be.” 


Case 3 


Patient: “I was just walking along the street and 
maybe think of something, or recall, or you know, 
just a funny feeling and sometimes it passes in my 
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stomach, maybe I’ll be sick on my stomach for a 
moment and then again I have a headache—slight 
headache right here in the front of my head.” 


Case 4 

Patient: “It starts off with a queer taste in my 
mouth and then I become nauseated as though I 
would just have to go and vomit, but it isn’t real 
bad, it’s just a slight feeling of nausea and I get 
sort of a desperate feeling, and then it’s all over 
in just a matter of a few, not even minutes—I’d 
say seconds. I have that several times a week and 
oftentimes I wake up during the night with one.” 

Differential Diagnosis 

It is apparent from the descriptions given 
above that in many instances where the pa- 
tient has never had an outright convulsion, 
the differential diagnosis between a minor 
epileptic seizure and hysteria can be ex- 
tremely difficult. A third possibility fre- 
quently comes into the picture—namely hy- 
poglycemia. Patients suffering from a con- 
vulsive disorder frequently have their seiz- 
ures when their blood sugar is low, and in 
such cases it may be difficult to distinguish 
between a psychomotor attack of this bizarre 
type and a hypoglycemic reaction. 

In general, true convulsive seizures are 
characterized by a sudden onset and by a 
tendency to recur in the same form. When a 
history of such attacks is obtained, and when 
the diagnosis of epilepsy is not self evident, 
elestroencephalographic studies —a tracing 
taken during sleep, and possibly one follow- 
ing the injection of Metrazol — should be 
undertaken to aid the diagnosis. 





Therapeutic Agents 
The third reason for the failure of therapy 
in many instances is that knowledge concern- 
- Ing the newer medications for the treatment 
of various forms of epilepsy—their indica- 
tions and contraindications—is inadequate. 
Medication useful in the 
treatment of epilepsy 
The old stand-bys phenylethylmalonylurea 
(phenobarbital) and diphenylhydantoin (Di- 


lantin) are still the mainstay of therapy, 
since they are the safest drugs and the ones 
whose effects are most completely under- 
stood. In general, the safest procedure is to 
start treatment with these drugs. Combina- 
tions of drugs are usually far more effective 
than any single agent used alone, and there 
is much evidence to suggest that the thera- 
peutic effects may be additive, while the tox- 
ic effects are not necessarily so. 

These two drugs, however, are relatively 
ineffectual in many patients suffering from 
temporal lobe seizures. It is our impression 
that 3-methyl, 5, 5-phenylethyl hydantoin 
(Mesantoin) will frequently control psycho- 
motor seizures which are not helped materi- 
ally by phenobarbital or Dilantin. This drug 
is most safely started in very small doses of 
50 mg. per day, the dose being gradually in- 
creased over a course of two or three months. 

Another new drug, not yet generally avail- 
able, is phenylacetylunea (Phenurone). This 
drug is very effective in treating temporal 
lobe seizures. It has unfortunate toxic effects 
on the blood’ and liver’, and produces a 
remarkably high incidence of psychosis in 
those patients with the pre-existing person- 
ality disturbances which often accompany 
psychomotor epilepsy’. It is evident that 
Phenurone will be a dangerous drug to use, 
but it has controlled certain cases which have 
not been favorably influenced by any other 
available medication. 


Medications useful in the treatment 
of petit mal 

Trimethodione (Tridione) and dimethy]- 
ethyl oxazolidine dione (Paradione) con- 
tinue to be the most effective drugs in the 
therapy of true petit mal. The term “petit 
mal’”’ must be used with caution, since it is a 
clinical description of a minor attack char- 
acterized by sudden loss of consciousness 
without stereotyped movement and without 
convulsion. Minor lapses of consciousness 
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may occur in many types of epilepsy, but 
Tridione is effective only in that form which 
is associated with a synchronaus discharge as 
observed on the electroencephalogram (fig. 
2). There are occasional exceptions to this 


rule. 

This form of convulsive disorder is greatly 
influenced by the injection of small amounts 
of Metrazol. There is much evidence to sug- 
gest that the source of this difficulty is some 
deep-seated area in the higher brain stem, 
rather than in the cerebral cortex itself. 

In spite of careful clinical evaluation and 
the electroencephalographic studies, it is 
often difficult to predict which seizures will 
be controlled by Tridione, and which will be 
controlled by other drugs. Because of the tox- 
icity of Tridione’’ and Mesantoin’, the most 
conservative approach is to start treatment 
in any case with Dilantin and phenobarbital. 
In cases which are not controlled by this 
combination, and especially in patients with 
‘psychomotor seizures or with the true form 
of petit mal, then recourse to Mesantoin or 
Tridione is indicated. It cannot be empha- 
sized too strongly that these drugs have been 
responsible for many fatalities. Repeated 
leukocyte counts should be done, and the pa- 
tient should be observed at frequent inter- 
vals. Prompt cessation of the drug and the 
institution of antibiotic therapy are indicated 
at the onset of a leukopenic reaction. 


Conclusion 
The treatment of convulsive disorders is 
by no means mysterious or difficult. All that 
is required to help the epileptic patient is an 
interest in the problem and a willingness to 
work with each individual case until maxi- 
mal control of the seizures has been obtained. 
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PREVENTIVE PSYCHIATRY AND THE 
NATIONAL MENTAL HYGIENE 
PROGRAM 


CURTIS G. SOUTHARD, M.D.* 
WASHINGTON, D. C. 


As public health workers, our primary pur- 
pose is to think and act in terms of preven- 
tion. The modern concept of prophylaxis is 
no longer limited to the prevention of disease 
by vaccination, quarantine, and sanitary 
measures. It also includes the arrest of dis- 
ease which might result in chronic disability 
and dependency. 

The field of preventive psychiatry is large, 
embracing countless symptom-complexes 
with many etiologic factors. Unfortunately, 
many people appear to consider mental hy- 
giene in the light of a single condition and 
expect a simple formula for prevention. If 
we include the behavior disorders, the neu- 
roses, the psychoses, and the organic diseases | 
of the nervous system, it is obvious that many 
different approaches to the prevention of 
these diverse conditions are necessary. 

The cause and cure of many psychiatric 
conditions are already known. Syphilis of the 
central nervous system is an example. In 
other cases, either the cause or the cure is un- 
known; and in many instances, neither is 
understood. In discussing a program of pre- 
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vention and treatment in mental hygiene, we 
should not generalize to any greater extent 
than we would in speaking of a physical 
health program. In planning a preventive 
program, it may be helpful to divide the field 
into areas, and eventually to deal with speci- 
fic conditions. For purposes of discussion, 
three areas where preventive psychiatry may 
be most effective have been selected. 


Three Fields for Preventive Psychiatry 


Early detection and control 

Some psychiatric disorders, if detected 
early, may be cured. Others, if a cure is not 
possible, may be brought under control, so 
that chronic disability is prevented. 

Syphilis of the central nervous system has 
been selected as the first example, because it 
represents one type of organic brain disease, 
and we sometimes forget the large number 
of patients in mental hospitals who have or- 
ganic psychoses. Intensive study and research 
have revealed the specific cause and treat- 
ment of paresis. Hence, the venereal disease 
program is preventive psychiatry in action. 
At one time, about half of our psychiatric 
beds were occupied by paretics. Now the fig- 
ure is less than 10 per cent. Early detection 
and control of syphilis will continue to reduce 
the number of patients mentally ill from this 
disease. 

Cerebral arteriosclerosis and senile 
changes in the brain are common causes of 
psychiatric disability. Since there is no speci- 
fic remedy, the only approach is through the 
use of control measures. Research work now 
in progress on calcium and enzyme metabo- 
lism") may eventually lead to a means of con- 
trolling the pathologic process in the brain. 
Meanwhile, more emphasis should be placed 
on the medical, psychiatric, and social man- 
agement of the aging patient. 

Little is understood about the etiology of 
epilepsy or convulsive disorders, but their 
control by anticonvulsant drugs is a great 
accomplishment. It would be difficult to esti- 
mate the amount of suffering relieved, and 
the mental deterioration prevented in a large 
segment of our people so afflicted. Epilepsy 
is almost as common as diabetes, and possibly 
more disabling. Its control by drugs and 
other means presents a medical problem very 
similar to the control of diabetes. 

Functional disorders represent a large 
group of psychiatric illnesses for which the 
cause and cure are not completely under- 
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stood. In this group we include the neuroses 
and the functional psychoses. Schizophrenia, 
or dementia praecox, is the most common 
psychotic illness. This illness has been studied 
for ages, and its nature is well understood. 
Some investigators feel that many etiologic 
factors are responsible for the symptom-com- 
plex. Recent investigations by Pincus and 
Hoagland”) have led them to postulate that 
the breakdown in the mental process may be 
related to failure in the adrenal regulators of 
salt balance at a time of stress. In any event, 
it seems that the cause may be so inherent in 
the human organism that there is little hope 
of finding a specific cure or method of pre- 
vention. Apparently the problem will have to 
be approached like that of diabetes—namely, 
through early detection and control. 

In our mental hygiene clinics, we hope to 
measure the schizophrenic patient’s assets 
and liabilities, build up his latent resources, 
induce him to recognize his limitations, and 
teach him to live within them with a mini- 
mum of help. The clinic is also used for pre- 
ventive work. Leaders in other fields con- 
cerned with the well-being of the individual 
learn from the clinic staff methods of sup- 
porting these patients. They also learn how 
to detect danger signals in normal people, 
especially children, which would indicate a 
personality deviation likely to lead to serious 
illness later. For example, if shyness is en- 
countered in a school child, a positive ap- 
proach to the problem can be made by the 
school staff and his family through a process 
or “socialization.” We do not know that this 
would prevent schizophrenia, any more than 
we know that a certain diet might prevent 
pernicious anemia; but we do know that such 
a procedure is likely to improve the child’s 
mental health. 

Training in psychosomatic medicine 

There is every reason to believe that psy- 
chological medicine is still so neglected in the 
training of medical students and interns that 
they are not prepared or equipped to handle 
the many psychosomatic problems encount- 
ered in a community practice. As physicians 
and public health workers,-we must always 
be aware that mind and body function as one 
organism®, and that emotional and physical 
illnesses are likely to be found together. It 
is the responsibility of every physician to 
deal with what he sees. How will he see the 
emotional components of his patients’ ill- 
nesses if he has not been trained to do so? 
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Better understanding of psychological medi- 
cine would prevent countless patients from 
going to “quacks” for help. 

Cardiac neurosis will serve as a good ex- 
ample of a disorder in which training in the 
emotional as well as the physical aspects of 
the human organism is necessary. Dr. Paul 
White, cardiologist, has pointed out that car- 
diac neurosis is produced at times by the 
physician himself. In a large percentage of 
patients with a diagnosis of heart trouble, he 
finds no disease in the heart. Many patients 
having minimal heart disease live a normal 
span of life, but are constantly afraid. How 
can we help these people if we fail to relieve 
their anxiety? 

Psychiatry had its day of trying to discover 
a specific etiology and treatment for mental 
illness. You remember when “autointoxica- 
tion” and “focus of infection’ were popular 
conceptions and led to numerous surgical 
operations. When this school of thought 
failed to produce results, the medical profes- 
sion began to remind psychiatrists that they 
possessed no precision instruments. Out of 
this failure came something which is funda- 
mental to the practice of medicine—the con- 
cept of the unity of mind and body function- 
ing coordinately. This means that in health 
and disease alike, the human being works as 
a total organism. We now look at the illness, 
and then at the patient who has it. It is ob- 
vious that emotional factors play a large role 
even in physical illness. On the other hand, 
an emotional conflict can not be long main- 
tained without altering the body’s economy. 
This concept of psychosomatic medicine has 
brought psychiatry and medicine closer to- 
gether, and has changed the complexion of 
both. 

It follows, then, that if psychosomatic dis- 
orders are to be treated or prevented in med- 
ical practice, greater emphasis must be placed 
on teaching this new concept to all members 
of the medical profession. Research in the 
field must also be stimulated, and the com- 
munity should be prepared to accept this 
knowledge. 


Manipulation of early environment 


In the field of public health, we are in- 
terested in preventing specific and nonspe- 
cific diseases, and in promoting more abun- 
dant health—or positive health, as it some- 
times is called. These two principles are ap- 
plied in the fields of nutrition and sanitation. 
We have been successful in combatting and 
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curing deficiency diseases by diet. With spe- 
cial diets, some nonspecific illnesses can be 
treated and more serious complications pre- 
vented. Even more important, by giving the 
average citizen more and better food, we have 
raised the level of physical and mental well- 
being of our population. This last accomplish- 
ment is something on the positive side. 

In our sanitation program, we have striven 
to rid our communities, our houses, and our 
bodies of filth, vermin, and other harmful 
agents. In the beginning, our primary aim 
was to prevent illness. Now we know that our 
sanitary programs make our environment 
more wholesome, and make us healthier in- 
dividuals. 

The principles applying to nutrition and 
sanitation can be applied to preventive psy- 
chiatry without waiting for a magic formula. 

It is not difficult to recognize that just as 
our bodies require food, air, and water, so 
also we come into this world with emotional 
needs which must be supplied. We are ac- 
quainted with these needs and are well aware 
of the many unpleasant consequences of 
underfeeding or overfeeding the emotional 
appetites of man. 

Likewise, we all know what is meant by a 
healthy or unhealthy emotional environment. 
Poor emotional sanitation may lead to stunted 
and warped psychological growth, or it may 
lead to mental illness. Good emotional sani- 
tation should permit healthy psychological 
growth and provide the individual with stam- 
ina to withstand the trials of life with a mini- 
mum of anxiety. Providing a secure environ- 
ment and meeting the emotional needs of the 
individual should prevent mental illness and 
at the same time, promote more robust health. 


Public Attitude Toward Mental Health 


Throughout history, sporadic attempts 
have been made to interest the public in 
mental health, but in comparison with that 
in other branches of medicine and science, 
the progress made in this field has been 
very slight. Perhaps it is a trick of the human 
mind which prevents one from looking at 
oneself objectively. It is the most difficult 
thing in the world to eliminate old ideas of 
superstitution and prejudice, and we find 
that many of our people still have primitive 
attitudes toward emotional illness. This tend- 
ency to put out of mind and out of sight any- 
thing pertaining to mental disorders has re- 
sulted in a stigma more difficult to combat 
than that attached to venereal diseases a few 
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years ago. Before our psychiatric program 
of treatment and prevention will be effective 
on a large scale, everything possible must be 
done to change the attitude of the public. The 
subject of mental health and illness will have 
to be treated with dignity and respect by the 
press, the radio, the movies, and especially 
by the health worker. 


The National Program 


The great need for improvement in mental 
hygiene services was emphasized at the begin- 
ning of World War II, when about 1,800,000 
of our young men were rejected by the mili- 
tary services because of emotional factors". 
The 387,000 medical discharges issued during 
the war for psychiatric reasons" accounted 
for about one third of all medical discharges. 
This experience—and perhaps the changed 
attitude resulting from the war—stimulated 
public interest in the improvement of mental 
health on a nation-wide basis. In 1947, Con- 
gress appropriated the first federal funds 
under the National Mental Health Act. These 
funds have been steadily increased, until this 
year- about $10,000,000 will be appropriated 
for mental health, to be used for training, re- 
search, and grants to states. These funds are 
administered by the Surgeon General, acting 
on the advice of the National Advisory Men- 
tal Health Council and its committees —a 
group of leaders from many scientific fields, 
representing all areas of the United States. 





Training 

Training has been considered of great 
importance because of the shortage of per- 
sonnel in all mental health disciplines. 
Neither research nor community services can 
be implemented without more emphasis on 
training. Funds up to $2,551,698 have been 
provided to institutions of various types. One 
hundred and fifty-nine training grants have 
been given on the basis of merit and need. 
A number of the institutions also have train- 
ing stipends from the Public Health Service 
ranging from $1600 to $3600 per year. There 
were 464 such scholarships awarded last 
year. The postgraduate student applies di- 
rectly to the institution for training. A list 
of participating institutions will be furnished 
by the Public Health Service on request. 

In my opinion, one of the greatest steps 
taken in recent years toward better medical 
education is the financial assistance now be- 
ing given to forty-two of our seventy-nine 
class A medical schools. To support the 
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undergraduate teaching of psychiatry in 
these forty-two medical schools grants total- 
ing $1,500,000 have been awarded for a 
three-year period, July 1, 1949, to June 30, 
1952. Each school will receive up to $10,000 
for the first year, $12,500 for the second 
year, and $15,000 for the third year. The de- 
partments of psychiatry are now in a position 
to employ teachers and supervisors who will 
be able to present psychological medicine in 
an interesting and practical manner. The 
doctor of the future will be better equipped 
to treat a great number of patients who are 
now outside many physicians’ knowledge and 
experience. 


Research 

Research is paramount in our program, 
and many individuals after being trained in 
research methods will go into this work. Re- 
search projects are financed on the basis of 
their merit, and may be conducted by indi- 
viduals or groups. Fifty-seven research 
grants, amounting to $800,000, are being 
administered by the National Institute of 
Health during the present year. Now under 
construction at the National Institute of 
Health is a clinical research center which by 
1952 will house 500 patients, including 150 
psychiatric and neurologic patients, and 
which will provide extensive laboratory space 
for research. 


Community services 


Under provisions of the National Mental 
Health Act, grants-in-aid are distributed to 
the various states and territories for preven- 
tive community services. Federal funds 
amounting to $3,500,000, and at least one half 
of this amount in state funds will be spent 
next year. Nearly all states are providing 
centers for diagnosis and treatment, public 
education on mental health, and staff train- 
ing. Clinics providing diagnostic and thera- 
peutic services also serve as demonstration 
centers where health workers, community 
workers, educators, and other interested per- 
sons may learn mental hygiene methods. 


Conclusion 

Public funds have been provided at na- 
tional, state, and local levels for research, 
training and community services. These have 
made it possible for hundreds of brilliant 
young men and women to enter the field of 
psychiatry. Public health workers, teaching 
centers, and practicing physicians should do 
everything possible in their communities to 





60 NORTH CAROLINA MEDICAL JOURNAL 


prepare the way for these highly trained 
individuals. Health workers should develop a 
healthy attitude toward mental hygiene, and 
serve as leaders in persuading the public to 
lose its fear of mental illness and turn to the 
medical profession for help. 
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THE PSYCHOLOGICAL CLINIC OF THE 
UNIVERSITY OF NORTH CAROLINA 
HEALTH SERVICE 


JOSEPH G. DAWSON, Ph.D. 
and 
EDWARD McG. HEDGPETH, M.D., F.A.C.P. 


CHAPEL HILL 


The Veterans Administration and Public 
Health Service Training Program for clinical 
psychologists, psychiatrists, psychiatric so- 
cial workers, and psychiatric nurses, was 
organized to meet the grave shortage of pro- 
fessional personnel and the vastly increased 
public need for psychologic services. The pro- 
gram has stimulated both state and private 
agencies to develop their own resources for 
service and training in these vitally impor- 
tant areas. 


Organization of the University Clinic 

At the University of North Carolina, the 
need for more adequate psychologic services 
has long been recognized, but the necessary 
funds to meet these needs have not been 
available. Recently, however, the University, 
with the aid of the United States Public 
Health Service, has enlarged and integrated 
previously existing services into a psycho- 
logical clinic, which is an integral part of the 
University Health Service, under the direc- 
tion of the University physician. As addi- 
tional funds and personnel are received, this 
clinic will be expanded, since its administra- 
tive, diagnostic, therapeutic, and research 


~ From the University of North Carolina, Chapel Hill, North 
Carolina, 
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facilities differ only in size from larger units. 

It is planned to increase the amount of psy- 
chiatric participation in the clinic as soon as 
possible, but the present lack of qualified 
psychiatrists makes this difficult. In expand- 
ing the present service, the standards for 
training that the American Psychiatric As- 
sociation and the American Psychological 
Association have recommended will be fol- 
lowed. The clinic will cooperate closely with 
the Department of Psychiatry and the School 
of Medicine. 

At the present time regular psychologic 
service, involving treatment and diagnosis, 
is available only to students, faculty, and 
employees of the University, since adequate 
service could not be rendered to a larger 
group with available personnel. Demand for 
services at present, however, runs far ahead 
of supply. 

The staff of the clinic presently includes 
one full-time clinical psychologist, two part- 
time clinical psychologists, seven psycholog- 
ical externs, a part-time consulting psychia- 
trist, and a secretary. Although the nature 
of the population served does not usually 
demand the services of a psychiatric social 
worker, occasionally this feature would be 
desirable for training purposes. The present 
medical staff of the Health Service includes 
a director, the University physician, and six 
associate physicians. 


Diagnostic and Therapeutic Services 


Referral procedures 

The system of referral for psychologic 
service is somewhat as follows: When a 
thorough physical examination of the patient 
fails to provide sufficient evidence for a 
diagnosis, or when it is felt that important 
psychologic factors are involved, the patient 
is referred for evaluation to the Psychologi- 
cal Clinic. Here he is first seen by one of the 
staff psychologists for intake, who decides 
whether diagnostic tests are indicated and, 
if so, what particular devices are to be used. 
Appointments with the patient for diagnostic 
study are then scheduled. Should the clini- 
cian feel that psychotherapy is indicated, he 
will note this upon the contact sheet. The 
patient will then be assigned to one of the 
staff for treatment. 

Through frequent conferences at regular 
intervals, the referring physician is kept con- 
tinually in touch with the progress made by 
his patient. These conferences also provide 
an excellent opportunity for the two clini- 
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cians to study the patient as a whole, func- 
tioning individual. Many psychosomatic con- 
ditions that might resist the techniques and 
treatment of either clinician working indi- 
vidually can be profitably undertaken by the 
two in combination. Such teamwork between 
the two disciplines is of inestimable value to 
the patient and to the clinicians. The inter- 
relationship of the psyche and the soma is 
kept constantly in mind by both the physician 
and the psychologist in their approach to the 
patient. The progress of therapy is regularly 
discussed during staff conferences with the 
attending psychiatric consultant, who may 
make valuable contributions to diagnosis or 
treatment. 


Direct services 

An important aspect of the service pro- 
vided by the Psychological Clinic is that ren- 
dered to the deans of the various schools, the 
deans of men and women, and to the students 
directly. Students who request aid in meeting 
recognized problems of adjustment are often 
referred directly to the Psychological Clinic. 
This aspect of service meets a vital need by 
providing early treatment before more seri- 
ous maladjustment results. 

Many students, upon recognizing their 
own need, apply directly to the clinic for 
help. In this situation it becomes the respon- 
sibility of the psychologic clinician to obtain 
a physical clearance for the patient by refer- 
ring him to one of the physicians of the 
Health Service. There can be no really rep- 
resentative program of mental health that 
does not take cognizance of the importance 
of physiologic function. 

Extent of treatment 

Short-term therapy is the rule in the Psy- 
chological Clinic at present. This means that 
treatment does not continue longer than a 
year except in cases of unusual need. The 
clinic makes no provision for the extended 
treatment of psychotic patients, since it is 
felt that such treatment should be conducted 
on an inpatient basis. When psychotic dis- 
orders are diagnosed, the family and rela- 
tives of the patient are notified, and recom- 
mendations for treatment elsewhere are 
made. 


Other Functions of the Clinic 
The clinic, however, does not exist for 
service alone. It has at least two other im- 
portant functions—namely, the training of 
clinical psychologists, and research in the 
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prevention, diagnosis, and treatment of men- 
tal disease. With existing facilities, advanced 
students may obtain closely supervised clini- 
cal experience at a level comparable, in many 
respects, to the clerkship in medicine. The 
wide range of syndromes encountered among 
clinic patients provide experience with near- 
ly all types of mental disease—from the ad- 
justment problems of the average college 
student to the obviously acute psychopatho- 
logic disorders. 

Training in diagnosis and therapy 

Training in the diagnosis of mental disease 
entails knowledge of a wide range of psycho- 
metric devices and techniques. The days 
when psychologic testing consisted of obtain- 
ing an I.Q. and requiring the patient to com- 
plete a paper and pencil personality inven- 
tory have gone. Today the clinician has at 
his disposal many effective and reliable in- 
struments which call for extremely special- 
ized knowledge and experience in their use. 
Experience with these techniques must be 
gained under the supervision of an experi- 
enced diagnostician, and through psychiatric 
staff conferences. 

Psychologic therapy has likewise expanded 
and developed its procedures. Although some 
clinicians employ the relatively simple tech- 
niques of reassurance and suggestion, they 
do so by choice and not from a lack of knowl- 
edge. Therapy will probably continue to be a 
highly individualized procedure, based upon 
the clinician’s estimate of the patient’s con- 
scious and unconscious needs. 

Training in therapy, even more than in 
diagnosis, has to be closely supervised. In- 
deed, the nature of the supervisor-extern 
relationship itself comes to resemble, in some 
respects, that of the therapist-patient rela- 
tionship. The successful therapist is usually 
careful not to let his limitations obstruct or 
bias his view of the patient. 

Although the limitations of the externship 
do not permit therapeutic training on an ad- 
vanced level, some familiarity with a fairly 
wide range of therapeutic viewpoints and 
procedures is desired. A knowledge of the 
more advanced procedures, involving inten- 
sive reorganization of the patient’s person- 
ality, must be offered as postdoctoral or resi- 
dent training. Through constant exposure 
to the psychiatric approach, the extern is 
made aware of the contribution of somatic 
procedures to the treatment of mental dis- 
ease. Of almost equal import is the develop- 
ment, in staff and students, of the ability to 
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discern the major problems that come within 
the scope and range of the Psychological 
Clinic. 

Research ‘ 

Research begins with a critical question or 
questions. An atmosphere that encourages 
and fosters independent thinking also invites 
investigation into the problems of psycho- 
logic medicine. 

In developing the function of research, the 
staffs of the Health Service and the Psycho- 
logical Clinic again will operate as a team of 
medical specialists. This phase of the Psycho- 
logical Clinic has necessarily been delayed 
until the more pressing functions of diag- 
nosis, treatment, and training were well es- 
tablished. Now that this task has been ac- 
complished, individual and group investiga- 
tions are to be initiated. 

The viewpoint in research, as well as in 
treatment and diagnosis, is organismic. Each 
member of the clinical team has an important 
contribution to make to the design of investi- 
gations, the compilation and analysis of data, 
and the drawing of conclusions. Other Uni- 
versity facilities (such as the Institute of 
Mathematical Statistics) make feasible a de- 
tailed analysis of all possible interrelation- 
ships of the raw data on a scale heretofore 
impractical. Through the cooperative use of 
these facilities it will be possible to utilize 
more fully the rich behavioral material ob- 
tained from the clinic, and, through syste- 
matic investigation, to provide new evidence 
for the understanding of behavioral pathol- 
ogy. 





Psychiatrists have taken a leaf from the book of 
modern industry, and now they estimate a person’s 
various capacities, develop and direct his abilities, 
and in brief, equip him to go out and do what he 
must as a productive member of society. Similar 
thinking and similar purposeful technics are being 
used to obviate the necessity for hospitalization. 
It is no longer considered good psychiatric practice, 
or good medical practice for that matter, to say 
“vou need a vacation,” which once used to be the 
universal recipe when the medical adviser did not 
know what else to say. Sardonically enough, how- 
ever, “loafer’s delight” or “do nothing for awhile,” 
with its etiological potentialities for mental and 
physical illness, is gradually receiving great im- 
petus through pension schemes with enforced re- 
tirement, These erroneously assume that a man’s 
goal is ultimate idleness. Too often, sudden decom- 
pression from carrying heavy responsibility is 
producing an emotional caisson disease which is 
gradually appearing in all doctors’ offices in all 
specialties, even though not generally recognized. 
At least part of the cure is to have the patient 
reassume real responsibility—Burlingame, C. C.: 
Psychiatry in 1950, J.A.M.A. 144: 1367 (Dec.) 1950. 
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BULBO-RESPIRATORY 
POLIOMYELITIS: PROBLEMS OF 
DIAGNOSIS AND TREATMENT 


ROBERT B. LAWSON, M.D. 
WINSTON-SALEM 


The correct diagnosis of poliomyelitis de- 
pends on the clinician’s having a heightened 
sense of suspicion when faced with a febrile 
illness during an outbreak of poliomyelitis. 
and following up this suspicion with a care- 
ful search for signs indicating involvement 
of the central nervous system. The finding of 
such signs indicates the need for an examina- 
tion of the spinal fluid to help confirm the 
diagnosis. Once the diagnosis of poliomyelitis 
is made, one must be doubly alert to detect 
signs of bulbo-respiratory involvement. Re- 
cent improvements in the management of 
bulbo-respiratory poliomyelitis should do 
much to reduce the mortality in this disease 
if the proper diagnosis is made early. 


Recognition of the Types of Bulbo- 
Respiratory Poliomuelitis 

In approaching this diagnostic problem, 
one should recognize that there are four pos- 
sible types of involvement: (1) central, (2) 
pharyngeal, (3) laryngeal, and (4) respira- 
tory-muscular. Frequently, more than one 
area is involved, but a separation of the pre- 
senting signs into these four categories (table 
1) will enable one to direct therapy more 
intelligently than is possible if all such cases 
are considered in one group as “bulbar” polio- 
myelitis. 

The one genera! effect produced by involve- 
ment of any of these areas is anoxia, which 
may be manifested in various ways. Restless- 
ness, irritability, and apprehension are fre- 
quently seen early in bulbo-respiratory dis- 
ease. A rising pulse rate is another early sign. 
Mental confusion or actual coma may indicate 
a true encephalitic involvement, or may re- 
sult from cerebral anoxia. Pulmonary edema 
is not at all rare in bulbo-respiratory polio- 
myelitis, and is frequently caused, or at least 
increased, by anoxia. Cyanvsis is of course 
an obvious and late sign of anoxia that should 
be avoided by the recognition of earlier signs 
and proper treatment of the patient. 


_ Read before the Section on Pediatrics, Medical Society of the 
State of North Carolina, Pinehurst, May 8, 1950. 
From the Department of Pediatrics, Rowman Gray School of 
— of Wake Forest College, Winston-Salem, North Caro- 
na. 
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Table 1 
Bulbo-Respiratory Poliomyelitis 
—Diagnostic Signs 
General Signs of Anoxia 
Restlessness 
Increasing Pulse Rate 
Confusion 
Pulmonary Edema 
Cyanosis 
Coma 
Central Involvement 
Irregular Respiration, Pulse, or Blood Pressure 
Encephalitic Signs 
Hyperthermia 
Peripheral Collapse 
Pharyngeal Paralysis 
Nasal Voice 
Nasal Regurgitation 
Mucus in Pharynx 
Dysphagia 
Laryngeal Paralysis 
Hoarseness or Aphonia 
Stridor 


Paralysis of the Respiratory Muscles 
Shallow Breathing 
Paradoxical Movement 
Reluctant or Interrupted Speech 
Use of Accessory Respiratory Muscles 


Central involvement 


While involvement of the third to eighth 
cranial nerves is not usually serious, central 
disease may affect the respiratory, circula- 
tory, or vasomotor centers, with a resultant 
threat to life. A specific type of respiratory 
disturbance is produced, the breathing be- 
coming shallow, irregular, and generally in- 
effective. Unlike patients with paralysis of 
the respiratory muscles, these patients can 
take a deep breath on request. The pulse and 
blood pressure also become irregular. Various 
encephalitic signs, such as stupor, irration- 
ality, or even convulsions, may be due to 
direct involvement by the disease process, or 
may be secondary to anoxia. 

Such patients may occasionally have a 
marked hyperthermia, with temperatures 
above 106 F., and yet have a cold, clammy 
skin. Although this picture is suggestive of 
peripheral collapse, the blood pressure is fre- 
quently found to be normal or slightly high, 
but with a small pulse pressure. 

Pharyngeal paralysis 

Damage to the centers of the ninth to the 
twelfth cranial nerves causes the classical 
interference with swallowing noted in the 
usual “bulbar” case. Some of the difficulty 
may be due to paralysis of the tongue, but 
most of the trouble results from weakness of 
the soft palate and the pharyngeal muscles. 
The earliest sign of this tvpe of paralysis is 
a nasal voice or the regurgitation of food 
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through the nose. Depending on the areas 
most seriously invélved, difficulty in swal- 
lowing solids or fluids then appears. 

Interference with respiration results from 
the pooling of mucus in the pharynx and its 
aspiration into the trachea. Any of the above 
described signs of anoxia may result from 
this interference with respiration, and should 
serve as warning signs to look for other evi- 
dence of pharyngeal paralysis. It is most 
important to recognize this type of shallow 
breathing, inhibited by the fear of aspira- 
tion, since the simple measures of pharyn- 
geal suction, extreme postural drainage, and 
reassurance may solve the difficulty. 
Laryngeal paralysis 

Laryngeal paralysis is due primarily to 
involvement of the tenth cranial nerve center, 
but it is important to make a clinical dis- 
tinction between this disorder and pharyn- 
geal paralysis. Hoarseness, aphonia, or 
stridor will easily lead to the correct diag- 
nosis, but again one may be led to a closer 
consideration of the laryngeal function 
through the general signs of anoxia which 
may be the first indication of this complica- 
tion. Interference with respiration is caused 
either by spasm of the glottis or by paralysis 
of the abductors. Listening to the patient’s 
breathing by holding the stethoscope over the 
mouth or nose may suggest the presence of 
laryngeal paralysis, but a definite diagnosis 
requires laryngoscopy. 

There is some difference of opinion re- 
garding the value of tracheotomy in bulbo- 
respiratory poliomyelitis, but there is no 
question that this procedure may be life sav- 
ing in cases of true laryngea! paralysis. 
Paralysis of the respiratory muscles 

Involvement of the high cervical cord 
causes paralysis of the diaphragm and inter- 
costal muscles. This may occur in combina- 
tion with any of the true “bulbar” involve- 
ments or may appear as an isolated phenom- 
enon. In any patient with paralysis of the 
neck or shoulder, however, one should be par- 
ticularly concerned about respiratory paraly- 
sis, since the centers innervating these areas 
lie so close together. Those cases without true 
bulbar involvement are usually recognized 
readily by the shallow breathing and the in- 
creased use of the accessory muscles of res- 
piration. Dilation of the nostrils, increased 
use of neck and shoulder muscles, and even a 
curious attempt to “swallow” air may be 
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seen. If the intercostal muscles are intact but 
the diaphragm is paralyzed, there may be 
paradoxical movement of the abdominal wall. 
In the reverse situation the chest cage may 
not move or may even sink in when the dia- 
phragm descends, thus giving an exaggerated 
picture of abdominal breathing. In occasional 
instances, increased spasm of the thoracic 
muscles may interfere with chest excursion 
and actual paralysis is not marked. 

Early respiratory muscle paralysis, es- 
pecially in small children, may be difficult 
to detect. Minor evidence of anoxia or a re- 
luctant, interrupted speech may indicate the 
interference with air exchange. Splinting of 
the chest or abdomen by the hands may then 
make the disturbance more obvious, as the 
diaphragm or intercostal muscles respective- 
ly are forced to carry on alone. 

When the facilities are available, a record- 
ing of the air exchange on a metabolimeter 
will give one visual evidence of the progress 
of the disturbance. Almost as much informa- 
tion, however, can be gained by listening to 
the air exchange at the mouth and nose with 
a stethoscope. In some instances, particularly 
when only one leaf of the diaphragm is af- 
fected, fluoroscopic examination may be de- 
sirable. The recent introduction of direct 
oximetry has also helped the clinician recog- 
nize the presence of anoxia and observe its 
response to treatment. 

As I said in the beginning, more than one 
of these four areas may be involved in any 
given case, so that a clear differentiation is 
often difficult. However, intelligent therapy 


demands as close a differentiation as pos-. 


sible. Therapeutic measures which are valu- 
able in one type of respiratory difficulty are 
contraindicated in another. 


Recognition of Pulmonary Complications 

It must also be stressed that further inter- 
ference with air exchange may be caused by 
secondary local changes in the lungs them- 
selves. Thus pulmonary edema, atelectasis, or 
pneumonia may complicate the picture. In 
our experience pulmonary edema is the most 
important of these complications. It results 
from a combination of anoxia due to any 
cause, interference with air exchange by 
laryngeal obstruction, immobilization of the 
chest, and possibly actual left ventricular 
failure. 

Pulmonary changes will be noted early if 
one pays careful attention to the progress of 
the patient, and is on the look-out for the 


MEDICAL JOURNAL February, 1951 
occurrence of rales in the chest, impairment 
of the percussion note, and fluoroscopic 
changes. Because of the difficulty of making 
satisfactory examinations of patients encased 
in a respirator, these early signs of pulmo- 
nary complications are often missed. How- 
ever, the introduction of positive pressure 
masks and domes now allows much more 
complete examinations. In addition, the use 
of intermittent positive pressure breathing 
has definitely reduced the incidence of pul- 
monary complications in our experience. 


Differential Diagnosis 


Diseases which must be considered in the 
differential diagnosis of bulbo-respiratory 
poliomyelitis include diphtheria, brain tu- 
mors, and tick paralysis. The most difficult 
differentiation, however, lies between the 
various forms of poliomyelitis and the other 
viral encephalitides. During epidemics of 
poliomyelitis other causes of encephalomye- 
litis are often overlooked, and between epi- 
demics non-paralytic poliomyelitis is fre- 
quently diagnosed as “encephalitis.” Actually 
the differentiation is often impossible with- 
out specific laboratory tests. 

There is now an imposing list of viruses 
that can cause encephalomyelitis, and a num- 
ber of diseases of, supposedly viral origin 
must also be considered. The most imvortant 
in this part of the country are: the arthropod- 
borne encephalitides of this country, mumps 
meningo-encephalitis, lymphocytic chorio- 
meningitis, Coxsackie virus infection, and the 
Guillain-Barré syndrome. Encephalitic 
changes may also occur in association with 
the herpes virus, lymphogranuloma Vener- 
eum, infectious mononucleosis, and measles. 

In the majority of cases. showing encepha- 
lomyelitic changes, however, the etiology re- 
mains obscure even after the most exhaustive 
study. 

Treatment 
Central involvement 

The treatment of each type of bulbo-respir- 
atory poliomyelitis is different, although fun- 
damentally the problem is one of preventing 
anoxia. There is little that one can do by way 
of treatment for the purely central types, ex- 
cept offer some symptomatic relief. The ad- 
ministration of hypertonic glucose (a 10-33 
per cent solution) intravenously to aid in the 
reduction of cellular edema should do no 
harm. However, as with so many other thera- 
peutic regimens advocated for poliomyelitis, 
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this has not been given a controlled study, 
and its real value is not clear. Although one 
is usually warned against putting these pa- 
tients in a respirator, there are times when 
such a procedure will be life saving. 

Because of the irregularity of the breath- 
ing, it is possible that better results will fol- 
low intermittent positive pressure breathing 
with a self-cycling valve. We have used such 
an appliance, the “Pneophore,”* in other 
types of respiratory paralysis with excellent 
results. Our experience with its use in purely 
central respiratory paralvsis has not been ex- 
tensive enough for us to gauge its value here. 
Positive pressure breathing has been most 
valuable as an aid in the care of patients in 
respirators. The “Pneophore”’ (like the posi- 
tive pressure domes) has made it possible to 
give much better nursing care to such pa- 
tients, since the patient’s breathing can be 
carried on while the respirator is opened. We 
feel that it has also helped minimize the tend- 
ency to pulmonary edema and atelectasis. 

Pulmonary edema is a common complica- 
tion of respiratory paralysis, although its 
exact pathogenesis is not known. We feel that 
the incidence can be reduced considerably by 
repeated changes of the patient’s position 
from back to face and by the routine use of 
positive pressure oxygen breathing for five 
to fifteen minutes every hour or so. Broncho- 
scopic drainage may be necessary for patients 
with atelectasis. 

Pharyngeal and laryngeal paralysis 

The main problem in patients with pharyn- 
geal paralysis is of course the pooling of mu- 
cus in the throat. Removal of the-mucus by 
careful suction and good postural drainage 
may be all that is necessary in these cases. 
It is particularly important not to attempt 
oral feeding too early. One must do every- 
thing possible to allay fear in these patients, 
in order to ensure good cooperation in at- 
tempting to keep the pharynx dry. 

The role of tracheotomy is a most debatable 
one. Although the use of this technique under 
special circumstances has been advocated for 
years, the indications for its adoption are not 
clear. Some authorities have recommended 
that tracheotomy be used for all cases show- 
ing signs of bulbo-respiratory paralysis, but 
I believe we should be very cautious in re- 
sorting to tracheotomy unless clear indica- 


* Manufactured by the Mine Safety Appliance Company. 
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tions exist. Unquestionably, it is mandatory 
for the unusual cases of laryngeal involve- 
ment in which there is severe spasm of the 
glottis or abductor paralysis. Occasionally it 
may be necessary to by-pass the accumula- 
tion of mucus in cases where good pharyn- 
geal suction is impossible. In most cases, how- 
ever, we feel that better results will be ob- 
tained by other means. 
Paralysis of the respiratory muscles 

Patients who have paralysis of the respira- 
tory muscles without other involvement re- 
quire help with their breathing. This should 
not be postponed too long, for even short 
periods of severe anoxia may do irreparable 
harm. In addition to the standard tank res- 
pirators, we now have two other aids—name- 
ly, the rocking bed and electrophrenic respir- 
ation. The latter is not yet developed to the 
point of routine use, but may be of distinct 
value in the future. The use of the Respir-air 
Bed, which is also relatively new, may avoid 
the need for a respirator. If so, it will be of 
particular value because of the greater ease 
of weaning a patient from its use to unaided 
breathing. 

Conclusion 

The various types of bulbo-respiratory pa- 
ralysis have been considered separately, but 
unfortunately they often occur together. It 
is in these latter cases that the clinician must 
be particularly astute to work out the best 
possible therapeutic regimen for the patient, 
and must be most alert to detect the early 
signs of progression of the disease or com- 
plications. We feel that such close observation 
will lead to a significant improvement in mor- 
tality among these cases. 


Abstract of Discussion 


Dr. Jean C. McAlister (Greensboro): I would like 
to ask Dr. Lawson if they found an increase in 
Llood pressure to be a very bad prognostic sign. 
We thought we did in Greensboro. 

Although we had no control series of cases, we 
did feel that the administration of hypertonic glu- 
cose in small amounts every eight hours was ex- 
tremely beneficial when we recognized the cases 
early. We think that we lost one patient, however, 
by giving too much fluid. That is something we 
will certainly have to be careful about in thes« 
patients, since they go into heart failure very 
easily. 

Dr. Lawson: In answer to Dr. McAlister’s ques 
tion, we did not often find an increased blood pres- 
sure in the acute cases. We have noted a tendency, 
as so many people have, to a gradual increase in 
blood pressure in the long-standing cases. 

At the present time, many people feel that hy- 
pertonie glucose is of distinct advantage, Unfor 
tunately, it has not been put to the test of a real 
control series. Dr. Stimson of New York feels that 
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a 10 per cent solution of glucose should be given. 
Dr. Johnson of Detroit, however, feels that the 
solutions should be even more concentrated. He 
uses a combination of one part of saline to two 
parts of 50 per-cent glucose, giving 40 to 100 cc., 


depending on the age of the patient, every one to 


two hours. He has apparently obtained good re- 
sults with this method in an uncontrolled series of 
cases. 

The most depressing cases that we have seen 
have been those of central involvement, with tem- 
peratures as high as 106 or 107 F., with cold, clam- 
my extremities, but with increased blood pressure. 
We have not been able to do anything for these 
patients. It would seem that a trial of hypertonic 
glucose would yrigerr A be justified in such cases, 
in the hope that it might do something about reduc- 
ing edema of the central areas. 





BRONCHOSCOPY IN THE DIAGNOSIS 
OF BRONCHIOGENIC CARCINOMA 


JAMES R. WRIGHT, M.D. 
RALEIGH 


Since 1933, when Evarts Graham per- 
formed a_ successful pneumonectomy for 
bronchiogenic carcinoma”), there has been 
some hope for patients with cancer of the 
lung. Since that time thoracic surgery has 
made rapid strides, and no longer entails an 
excessive mortality. Until some better meth- 
od of treating cancer is developed, it offers 
the only hope for victims of bronchiogenic 
cancer. 

Incidence and Etiology 

In recent years there has been either an 
apparent or a real increase in the incidence 
of bronchiogenic carcinoma, and most author- 
ities agree that the incidence of this disease 
actually has increased. Today the lung ranks 
second only to the stomach as a site of pri- 
mary cancer. Smoking has been given as a 
possible explanation for this increase in 
bronchiogenic carcinoma, but there is not a 
great deal of concrete evidence to support 
this contention. 

Bronchiogenic carcinoma is more common 
in males; in a collected series of 8,575 cases"’, 
79 per cent of the patients were men and 21 
per cent were women. About 70 per cent of 
the cases occur between the ages of 40 and 
60. Malignant lesions are more common in 
the right lung and occur more frequently in 
the upper lobes. Bronchiogenic carcinoma is 
by far the most common type of pulmonary 
neoplasm. However, fibrosarcoma, lympho- 
blastoma, melanoma, alveolar carcinoma, and 
neurogenic sarcoma do occur as primary lung 

Read before the Section on Ophthalmology and Otolaryn- 


gology, Medical Society of the State of North Carolina, Pine 
hurst, May 38, 1950, 
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tumors. Primary alveolar carcinoma occurs 
with equal frequency in males and females’, 


Diagnosis 

In the early stages of the disease, there are 
few if any symptoms. In recent years a large 
number of cases have been discovered by 
routine chest films, and in mass surveys for 
tuberculosis. In Boston between 1945 and 
1950, 536,012 people were screened in a chest 
x-ray campaign. Of this number, 402 were 
suspected of having pulmonary cancer. One 
hundred and seventy-seven were followed up, 
and 52 were proved to have cancer of the 
lung. These were all apparently healthy 
people with no pulmonary symptoms. It is 
apparent from these figures that the early 
discovery of pulmonary carcinoma should be 
an important by-product of every mass chest 
survey for pulmonary tuberculosis. 

The most common symptoms are cough, 
dyspnea, weakness and fatigue, fever, and 
hemoptysis. Relatively small tumors which 
occlude a large bronchus or which occur in 
the periphery near the pleura are apt to pro- 
duce symptoms fairly early in the disease. 
However, a tumor may be very large and still 
be asymptomatic. 

Physical signs are usually absent early in 
the disease, and when present, usually result 
from complications of the tumor. If a bron- 
chus is occluded, there will be signs of atelec- 
tasis or of a lung abscess. Involvement of the 
pleura will usually produce signs of pleurisy 
or fluid in the chest. 

Reentgenograms of the chest will usually 
show the lesion even very early in the course 
of the disease. A positive diagnosis cannot 
be made from a chest film, however. When 
the lesion is in a small bronchus, bronchog- 
raphy can be used to demonstrate the ob- 
struction. Bronchoscopy can be used for di- 


‘agnosis if the growth is in a large bronchus 


where it can be visualized and a specimen 
removed for biopsy. Overholt has been able 
to see the tumor in 37 per cent of his cases, 
and has obtained a positive biopsy in 34 per 
cent. Ochsner") did a bronchoscopy on 125 
out of 147 cases, and obtained positive biop- 
sies in 61, or 41.5 per cent. 

In recent years the technique of Papani- 
colaou has been widely used in suspected 
cases of bronchiogenic carcinoma. Cells 
found in the sputum can be used for exami- 
nation, though they are not as satisfactory 
as cells obtained by aspiration during bron- 
choscopy. Overholt has obtained positive 
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results by this method in 61 per cent of his 
proven cases, and has had only 1.4 per cent 
false positive reports. Results were equivocal 
in 15 per cent and negative in 24 per cent of 
his cases of bronchiogenic carcinoma. 


Treatment 
The generally accepted treatment is sur- 
gical removal of the involved lung and hilar 
nodes. Following this method of treatment 
about 20 per cent of the patients can be ex- 
pected to survive five years or more. 


Report of Case 

A 59 year old white male was admitted to the hos- 
pital on August 5, 1948. He had had pneumonia in 
March, 1947, but apparently made a good recovery 
after eighteen days in the hospital. However, a 
chronic cough soon developed and persisted until his 
admission. The cough improved after he stopped 
smoking, but during the month before admission it 
became more severe and was productive of thick 
yellow and brown sputum. He found that he coughed 
less at night if he slept on his right side. He had 
lost about 20 pounds in the last two months; his ap- 
petite was poor and he felt weak. He had no pain in 
the chest, no dyspnea, and no hemoptysis. He had 
enjoyed remarkably good health throughout his life. 

The general physical examination was non-contrib- 
utory. The patient’s chest was large, short, and thick. 
There were no deformities of the thoracic cage, and 
expansion was good bilaterally. Slight dullness to 
percussion, noted in the mid-thorax in the right axil- 
lary line, extended posteriorly to the tip of the 
scapula. Breath sounds were normal, and no rales 
were heard. 

Roentgenograms of the chest showed a diffuse in- 
filtration of the right lower lobe. No hilar enlarge- 
ment was noted. At bronchoscopy, an inflammatory 
process was observed within the right main stem 
bronchus between the middle and the lower lobe 
orifices. The lower lobe orifice was obstructed by a 
mass of tissue. This was removed and a considerable 
amount of purulent material was aspirated. Path- 
ologic section of the removed tissue revealed a bron- 
chiogenic carcinoma. 

On August 16, 1948, Dr. Warner Wells operated 
on this patient, removing his right lung and a por- 
tion of the diaphragm that was involved in the 
growth. The patient was out of bed on the fourth 
day after operation, and was discharged from the 
hospital on the fourteenth postoperative day. To date 
he has shown no evidence of recurrence of the 
cancer, and is at work. His activity is somewhat 
limited, but he has no difficulty on moderate exer- 
tion. 

Summary and Conclusions 


Bronchiogenic carcinoma is a common 
form of cancer, accounting for about 10 per 
cent of all carcinomas. It is most frequently 
seen in men over 40 years of age. There are 
very few early symptoms, and it should be 
suspected in all cases of resistant pulmonary 
infection. 

We need to strive for earlier diagnosis in 
order to reduce the mortality from this dis- 
ease. 

Routine chest films offer the best hope of 
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early discovery of the lesions. When the tu- 
mor can be visualized and a biopsy obtained, 
bronchoscopy will give an accurate diagnosis. 
Cytologic studies of aspirated secretions are 
of great value when a biopsy cannot be ob- 
tained. 
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Abstract of Discussion 


Dr. George Ferguson: I think we should be very 
cautious in treating exposed inflammatory lesions in 
people of tumor age, particularly if the lesion fails 
to clear completely. Certainly, the patients should 
be kept under very close observation. 





HEARING LOSS 


RALPH ARNOLD, M.D. 
DURHAM ‘ 


There are only two types of hearing loss— 
conduction and nerve (or perception) deaf- 
ness. No new information concerning deaf- 
ness will be given in this paper. My purpose 
1s to review these types of hearing loss for 
those who have to diagnose and treat the im- 
pairment. I feel that such a review is timely, 
since the state of North Carolina is setting ‘ 
up a program for adequate screening of chil- 
dren who are handicapped by hearing loss, 
in order to discover those that are amenable 
to treatment. 

According to the League for Crippled Chil- 
dren, 1! per cent of all children in our na- 
tion have a hearing impairment. In North 
Carolina the incidence is 3 to 5 per cent’. 
Since there is no program for screening of 
the adult population, less is known about the 
percentage of adults who have a hearing loss. 

Even though physicians are asked to sup- 
port many programs, I believe that another 
rehabilitation program is worth while. Re- 
habilitation of the deaf is just as important 
to the future welfare of North Carolina citi- 
zens as is aid to the blind, the lame, the crip- 
pled, and patients with cardiac disease, tu- 
berculosis, or cancer. Profoundly deaf people 
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become a financial burden, and withdraw 
from society economically and socially. 

Twenty-three communities in North Caro- 
lina are now listed as having some sort of 
screening program in which audiometer tests 
are given by teachers, public health nurses, 
or school nurses. Briefly, the statewide pro- 
gram might be set up as follows: 

1. Routine hearing tests of our entire 
school population should be made. 

2. Those with hearing deficits, apparent or 
real, should be referred to their doctors for 
appropriate advice and treatment. 

3. Training and amplification should be 
provided where treatment is of no avail. 

4. Any adult who wants to have a hearing 
evaluation should have an opportunity to do 
so. 

Etiology 
Conduction deafness 

The conductive apparatus consists of the 
external auditory canal, drum, ossicles, 
middle ear, and eustachian tube. Conduction 
deafness is caused by impairment of some 
part of this apparatus; the nerve is normal 
in this type of deafness. 

Conditions which may cause impairment 
of sound conduction are (1) otitis media; 
(2) obstruction of the external auditory 
canal, such as might be caused by swelling, 
wax, foreign bodies, or anatomical abnor- 
malities (traumatic or congenital stenosis) ; 
(3) obstruction of the eustachian tube by 
adenoids, swelling, aerotitis, or tumors; (4) 
mastoiditis; and (5) otosclerosis. 

Nerve (or perception) deafness 

In this condition the conductive apparatus 
is normal, but the organ of Corti or nerve 
endings are deficient or non-functioning. 
Nerve deafness may be either congenital or 
acquired. In congenital nerve deafness the 
tonal loss may be partial or total. Patients 
with total tonal loss are deaf mutes. Acquired 
nerve deafness may be caused by acoustic 
trauma (noise from motors, gunfire, trains, 
radio signals, and so forth); by infections 
such as measles, mumps, scarlet fever, and 
meningitis ; by drugs such as quinine, aspirin, 
streptomycin, and lead; or by senile degener- 
ation of the organ of Corti or the nerve end- 
ings. 

Diagnosis 
History 

Patients with conduction deafness hear 
better in a noisy than in a quiet room, and 
usually hear fairly well over the telephone. 
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Tinnitus is usually, though not always, pres- 
ent. A history of earache may be obtained. 
Frequently the patient says that he feels as 
if he is “talking out of the ear.” 

Patients with nerve or perception type 
deafness hear better in a quiet room, and 
hear poorly over a telephone or when two or 
more people are talking. There is pre-exist- 
ing history of ear disease, and no pain. 

A familial history of deafness may be ob- 
tained in either type of deafness. 


Examination 

When the hearing loss is of the conduction 
type, examination of the canals may be nega- 
tive or may show some pathologic condition 
causing obstruction. The drums may be 
scarred, retracted, perforated, or absent. Ex- 
amination of the middle ear may show dis- 
tortion, swelling, and purulent or serous 
fluid. The eustachian tubes may be ob- 
structed, either in the nasopharynx or by 
swelling between the eustachian tube orifice 
and the middle ear. The Weber test using a 
number 256 tuning fork shows the sound to 
be heard best by the affected ear. A Rinne 
test done with the number 512 fork gives 
variable results. Air conduction and bone 
conduction may be equal, or one may be 
slightly greater than the other, depending 
upon the degree of obstruction. Audiograms 
will show the hearing loss to be greater in 
the low tones. If no nerve involvement is 
present, the hearing gradually ascends to 
normal as the high tones come in. 

Examination of patients with the percep- 
tion type of hearing loss shows the canals, 
drums, middle ear, and eustachian tube to be 
normal. With the Weber test, the sound is 
heard best by the good ear. A Rinne test 
shows air conduction to be better than bone 
conduction, but the time is markedly short- 
ened. Audiograms show that the patient is 
able to hear the lower tones, but begins to 
have difficulty with tones above 2,000 cycles 
per second. The highest tones of 6,000, 8,000, 
and 10,000 cycles are frequently not heard 
at all. 

Treatment 

Conduction hearing loss 

The treatment of conduction deafness de- 
pends upon the cause. Otitis media may be 
treated by chemotherapy, myringotomy, and 
inflation of the eustachian tube. The use of 
nose drops is questionable. 

Deafness which is due to obstruction of the 
external auditory canal should be treated by 
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removal of the obstruction. If the obstruction 
is in the eustachian tube, adenoidectomy or 
inflation may be of value. The use of radium 
applicators or roentgen therapy is contro- 
versial. It has been helpful in some cases, but 
I do not believe it is as beneficial as the 
literature would lead one to believe. 

If mastoiditis can be treated by simple 
mastoidectomy, a good deal of the hearing, if 
not most of it, can be preserved. The radical 
mastoidectomy causes some diminution in the 
amount of hearing. If the hearing in both 
ears is below conversational limits, the pa- 
tient who has had a radical mastoidectomy 
may be helped by an ear drum prosthesis or 
a hearing aid. 

Otosclerosis can be treated by a fenestra- 
tion operation if the patient meets all the 
prerequisites. These are as follows: 

1. No history of previous middle ear dis- 

ease 
2. An intact drum 
3. Bone conduction better than air con- 
duction for the number 512, 1024, and 
2048 tuning forks 

4. By audiogram, bone conduction above 
the critical 30 decibel level from 256 
through 4,000. 


Patients who do not meet the above re- 
quirements, and even those who do, will get 
along splendidly with the use of a hearing aid. 


Nerve (or perception) hearing loss 

The prognosis in this condition is not quite 
so good, as no specific treatment is yet 
known. Hence, such patients must be given 
the benefit of training, either at home or in 
schools for the deaf child, and of amplifica- 
tion of sound by hearing aids or devices 
available for use in movie theaters or on 
telephones or radios. 


Conclusion 


In many cases impairment of hearing can 
be greatly reduced. When such an improve- 
ment is impossible, rehabilitation of the pa- 
tient can be begun at an earlier age than is 
now being done. Accomplishment of this ob- 
jective involves a screening program with 
cooperation from the North Carolina public 
school system and state health agencies. 

Diagnosis and treatment are the responsi- 
bility of the physician, who must advise his 


1. Stevick, C. P.: School Hearing Conservation Activities in 
North Carolina, Health Bulletin 64:3-5 (March) 1949. 
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patients with various types of hearing loss 
as to the best procedure to follow. 
Discussion 


Dr. B. W. Armstrong (Charlotte): Dr. Arnold has 
presented a pertinent and concise review of the 
present status of hearing loss, its diagnosis and 
treatment. In many instances deafness is unavoid- 
able, but a substantial number of cases are pre- 
ventable or remediable. It is this latter group that 
would benefit most from a state-wide screening pro- 
gram. I am in full agreement with Dr. Arnold’s 
recommendations as they apply to schoo] children. 
However, I do not agree with the suggestion that 
such a program be extended to adults. We have in 
North Carolina ample facilities for the diagnosis and 
treatment of adults seeking advice in regard to 
hearing disorders. They are being cared for as pri- 
vate patients by their local otologists, and those 
unable to pay for such care are handled through the 
North Carolina Rehabilitation Service. Except for an 
educational program, this service should be adequate. 
I would not like to encourage state medicine by the 
extension of a screening program to include adults. 

I would suggest instead that we direct our atten- 
tion to the pre-school child. It is in this group that 
we encounter the greatest incidence of remediable 
deafness. Except for otosclerosis and senile changes, 
all of the causes of deafness which Dr. Arnold dis- 
cussed may develop during the pre-school years. 
Many of these children, because of the ignorance of 
their parents, do not receive proper treatment. We 
all see children with hearing loss who have been 
neglected, and it is not unusual for the parents to 
say that they did not realize the seriousness of the 
condition. Many deaf children are thought to be 
behavior problems, or simply children who “don’t 
want to hear.” 

One of the most common causes of hearing loss 
in children is chronic non-suppurative otitis media 
(secretory otitis media). This may occur with or 
without a previous ear infection. I believe this is the 
most commonly overlooked of all causes of hearing 
loss. 

The importance of early diagnosis of hearing im- 
pairment can not be overemphasized. Nearly, if not 
all, acquired conduction deafness in children is re- 
mediable if treatment is not delayed. The early 
detection of perception deafness will enable parents 
to undertake home training during the pre-school 
years. In some instances these children will be able 
to attend regular public school instead of having to 
go to a special school for the handicapped. 

We all stress early diagnosis. To accomplish this, 
we must first promote public education. We are 
familiar with programs designed to acquaint the 
public with other medical problems, but there is ne 
organized effort to disseminate information in re- 
gard to deafness. A few popular artieles have ap- 
peared in lay publications, but there remains much 
to be done. We can not hope to reduce materially the 
incidence of deafness when the public is not aware 
of the social and economic hardships imposed by this 
condition. The more spectacular disabilities, such as 
heart disease, poliomyelitis and blindness, are sup- 
ported by annual campaigns to which large sums of 
money have been donated. I fear, however, that any 
one of us would fail dismally in soliciting funds for 
the hard-of-hearing, as long as people are so poorly 
informed. I would therefore urge a program to 
familiarize the public with the broader aspects of 
the problem of hearing loss, and I suggest that we 
direct our efforts toward the diagnosis and treat- 
ment of deafness in the pre-school and schoo] child. 
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THE AMERICAN MEDICAL 
EDUCATION FOUNDATION 


A most effective reply to the charge that 
the American Medical Association is doing 
nothing to help medical education was the 
action of the Board of Trustees in appropri- 
ating a half million dollars as the nucleus of 
a fund for the aid of medical schools. The 
announcement—made at the Cleveland ses- 
sion of the House of Delegates—was enthus- 
iastically received. The next step was the in- 
corporation of “The American Medical 
Foundation,” with a board of 11 directors 
chosen from the trustees and officers of the 
A.M.A., and the Council on Medical Educa- 
tion and Hospitals. The board is represented 
by Drs. Louis H. Bauer, Gunnar Gundersen, 
Edwin 8. Hamilton, and Walter B. Martin; 
the officers, by Drs. Elmer L. Henderson, 
George F. Lull, and J. J. Moore; and the 
Council, by Drs. H. G. Weiskotten, Harvey 
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B. Stone, Victor Johnson, and Donald G. 
Anderson. 

The purposes of the organization are: 

“To promote the art and science of medi- 
cine and the betterment of public health by 
providing or aiding in the providing of finan- 
cial aid to recognized schools or institutions 
of medical education responsible for the edu- 
cation and training of the medical manpower 
of the United States; 

“To distribute funds, monies or contribu- 
tions to medical schools and institutions; 

“To determine the need of eligible medical 
schools or institutions for contributions; 

“To determine the amount, manner and 
conditions in which and under which avail- 
able funds will be distributed or granted to 
eligible schools or institutions.” 

Secretary Lull’s letter of January 2 states 
emphatically that ““When the funds are dis- 
tributed to the medical schools there will be 
no strings attached.” 

The half million dollars appropriated is 
intended only as the nucleus of a much larger 
amount to be raised by physicians and the 
friends of medicine. An editorial in the 
Journal of the American Medical Association 
(January 20) truly says: “Almost every phy- 
sician now practicing received his medical 
education for less than it cost his medical 
school . . . Furthermore, the medical profes- 
sion has traditionally accepted a large meas- 
ure of responsibility for the training of the 
continuing flow of young physicians. It is to 
be expected, therefore, that all physicians, 
regardless of the other contributions they 
may have made to society, will want to share 
in making the foundation a success.” 

It is true that innumerable worthy causes 
are asking for donations nowadays, in addi- 
tion to the growing burden of taxes. A gifted 
minister once preached a notable sermon on 
the subject, “A Conflict of Rights,” in which 
he pointed out that it was much harder to 
choose between two right things than be- 
tween a right and a wrong. One can only let 
his conscience be his guide in deciding where 
to draw the line. It is hard to think, however, 
of a cause which should be dearer to the heart 
of a doctor than that of maintaining the high 
standard of American medical education un- 
hampered by bureaucratic control, and of 
keeping it free from any entangling alliances 


with politicians. 
aK tK % 


entails ee ie 5 iis a Aili 








February, 1951 


DR. MAGNUSON OUSTED AS MEDICAL 
DIRECTOR OF THE VETERANS 
ADMINISTRATION 


When General Bradley took over the ad- 
ministration of the Veterans Administra- 
tion and appointed Dr. Paul Hawley as medi- 
cal director, it was thought that a new day 
was dawning for the V.A., especially the 
medical care program. Dr. Hawley selected 
Dr. Paul Magnuson to help him with the job, 
and the two doctors, with the backing of 
General Bradley, accomplished wonders in 
making the V.A. medical program really re- 
spectable. For the first time in history young 
doctors were not ashamed to say that they 
were on the staff of a V.A. hospital. When 
Dr. Hawley retired in 1948, Dr. Magnuson 
was appointed as his logical successor. 

Then came the change in lay administra- 
tions, when General Bradley was replaced by 
General Carl Gray, Jr. Dr. Magnuson was 
more and more handicapped in his work as 
medical director. Their differences became 
so great that General Gray, after trying to 
goad Dr. Magnuson into resigning, ousted 
him from the post. That a medical man of 
Dr. Magnuson’s proven ability and profes- 
sional stature should be forced to bow to a 
layman ignorant of the ABC’s of medical 
standards is a sad reflection upon our form 
of government. 

Vice-Admiral] Joel T. Boone, who has been 
appointed to succeed Dr. Magnuson, is a 
splendid gentleman and a capable executive. 
It is to be hoped that he will succeed in halt- 
ing what Dr. Magnuson has characterized as 
a “general back-tracking to the inefficient 
system” of a decade ago. It may be recalled 
that even such a staunch advocate of social- 
ized medicine as Albert Deutsch said of the 
system before Drs. Hawley and Magnuson 
took over: “The quality of medical care is 
usually so low that the facilities have been 
termed the ‘backwaters of medicine,’ where 
doctors and patients stagnate in common.. . 
the medical policy of the VA is under the 
rigid control of laymen... This plays havoc 
with the system, demoralizing the doctors 
already in it, frightening good ones away 
from participation, and making cynics and 
routineers of those who do enter the system 
and stay.” 

To Dr. Magnuson, this journal extends 
heartiest commendation for accomplishing so 
much against such great odds. To Dr. Boone, 
best wishes for success in a difficult assign- 
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ment, and the sincere hope that he will not 
become another human sacrifice upon the 
altar of the great American God of Bureau- 
cracy. 


1. Destee. Albert: Federal Medicine Advocate Shocked by 
Program, Medical Economics 22:7:53-58 (April) 1945. 


* * * 
ACUTE ABDOMINAL PAIN 


An article by Dr. Dean MacDonald in the 
Canadian Medical Association Journal for 
January, 1951, presents a splendid example 
of clinical research. Two hundred consecu- 
tive cases of acute abdominal pain are sub- 
jected to a critical analysis, with the empha- 
sis placed upon 35 cases (17.5 per cent) not 
correctly diagnosed. In 16 of these cases no 
diagnosis was made; in 19 the diagnosis was 
wrong. Dr. MacDonald commented that only 
one of these 19 wrong diagnoses was un- 
avoidable, and that “‘not a single mistake was 
due to the actual difficulties in a case. The 
chief cause of making a mistake was incom- 
plete investigation. Of much importance, 
also, is the wrong interpretation of correct 
findings.” Other causes of wrong diagnoses 
listed were “ignorance, errors in judgment, 
obsessions, failure to think anatomically, 
failure to think at all.” 

Among the 19 cases with wrong diagnoses, 
there were three fatalities. One of these— 
from strangulated inguinal hernia, in which 
operation was delayed — might have been 
avoided had the condition been recognized 
earlier. In spite of the wrong diagnoses, the 
therapy in 7 of the 19 cases was right; in 12 
it was wrong. 

In 48 of the 200 patients the origin of the 
pain was outside the abdomen; in 141, inside 
the abdomen; and in 11 the origin was un- 
determined. Of the 141 patients with pain 
originating within the abdomen, 72 required 
medical treatment; only 69 required imme- 
diate surgical therapy. 

Other pertinent observations were that the 
majority of the mistakes concerned, and 
every preventable death followed small bowel 
obstruction; that the “‘present history was 
satisfactory in 95 per cent of the cases; the 
past history . . . was of diagnostic aid in 
75 per cent of the cases”; and that “approxi- 
mately 50 per cent of the deaths were pre- 
ventable.” 

Such a careful and honest record of ex- 
perience as Dr. MacDonald has made is a 
real contribution to medical progress. 
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HAPPY BIRTHDAY TO 
DR. CLARENCE SMITH! 


One of the most popular members of the 
fraternity of state medical journal editors is 
Dr. Clarence A. Smith, editor of Northidest 
Medicine, the official journal of the Medical 
Associations of Oregon, Washington, Idaho, 
and Alaska. It is hard for those who have 
seen Dr. Smith from time to time over the 
years to realize that January 24 was the 
ninetieth anniversary of his birth. He is one 
of those fortunate ones on whose brow time 
sits lightly, and who continues to live in the 
present and to look to the future instead of 
to the past. ‘ 

As Northwest Medicine begins its fiftieth 
year, and its editor his ninety-first, the 
NORTH CAROLINA MEDICAL JOURNAL extends 
across the continent heartiest congratula- 
tions and best wishes for happy birthdays 
for both the journal and Dr. Smith. 


* * * 


THE STUDENT AMERICAN MEDICAL 
ASSOCIATION 


An important meeting was held at the 
American Medical Association headquarters 
in Chicago on December 28 and 29; when 
student delegates from forty-eight medical 
schools in the United States met to organize 
the Student American Medical Association. 
This organization is the outcome of a resolu- 
tion passed by the House of Delegates at the 
San Francisco session, and is intended to ac- 
quaint students during their undergraduate 
days with the advantages of belonging to the 
parent organization. 

The meeting was marked by enthusiasm on 
the part of those in attendance. Warren R. 
Mullen of the University of Michigan was 
elected president. Leo E. Brown of Harris- 
burg, Pennsylvania, is the executive secre- 
tary, and will have his headquarters at the 
A.M.A. building in Chicago. Each medical 
school may have one society, and the student 
House of Delegates will be made up of dele- 
gates from the various medical schools. It is 
contemplated that at the Atlantic City ses- 
sion of the House of Delegates next June the 
constitution will be amended to provide for 
two members from the student House of 
Delegates to serve as their representatives 
in the senior body. 

It is hoped and expected that this action 
will be of mutual advantage to both students 
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and practitioners, as they consider together 
their mutual problems. 


* * * 


MEDICAL CARE IN THE STATE 
HOSPITALS 


A committee was recently appointed by 
the Medical Advisory Committee to the State 
Hospitals Board of Control to further the 
program for better medical care to the State 
Hospitals. Dr. Maurice Greenhill, chairman 
of the committee, has prepared the following 
statement for distribution. 


“In keeping with its goal to provide good med- 
ical and psychiatric care for patients in the state 
hospitals, the Hospitals Board of Control has re- 
quested of the Legislature an increase in budget 
for the next biennium which includes a psychiatric 
wing at the University Medical School at Chapel 
Hill, increases in salaries for state hospital physi- 
cians which would bring salary levels close to those 
of other states, and a training program so that the 
State might train its own psychiatrists to insure 
staffing of state hospitals. The Advisory Budget 
Commission cut these requests, as well as increases 
asked for related to salaries for nurses and attend- 
ants, food, Merit salary increments, major repairs, 
and permanent improvements. 

“Dr. David A. Young, General Superintendent of 
the Hospitals Board of Control, states, ‘In the face 
of rising living costs and increased competition 
with industry and the armed forces, I am afraid 
we will not be able to hold our present medical 
staffs and other trained personnel.’ 

“Representative John Umstead, of Orange Coun- 
ty, has introduced two bills to counteract this ef- 
fect: HB No. 39, a bill for $200,000 for the adjust- 
ment of salaries for state hospital physicians and 
for the training of personnel providing professional 
care of patients; and HB No. 40, a bill for $775,000 
for the psychiatric wing at the University Medical 
School at Chapel Hill. We urge that the State Med- 
ical Society, through its Executive Committee and 
Journal, and each county medical society encourage 
physicians everywhere in the State to impress upon 
their local representatives in the State Legislature 
the importance of supporting bills HB No. 39 and 
40 for the sake of appropriate medical care for the 
ten thousand patients in the state hospitals. The 
present low salaries for physicians makes it im- 
possible to provide enough doctors or enough equip- 
ment and drugs for those few physicians available 
to give even minimal medical care to state hospital 
patients. This situation has resulted in a level of 
medical care which no individual physician would 
tolerate in his own practice.” 


The only comment needed for this state- 
ment was furnished by Dr. George Carring- 
ton, another member of the committee: 


“About all that I could add to this prepared 
statement is to emphasize the fact that without 
greatly increased attractions for staff and greatly 
increased chances for training of the staff, about 
the only thing the present set-up can do is to give 
the inmates custodial care. That means they will 
get little in the way of therapy and, so far as re- 
covery goes, will remain almost entirely in the 
hands of the Lord without any assistance from 
us. 

* *& 
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THE ANTIHISTAMINES AND THE 
COMMON COLD 


In the third and possibly the best of the 
stimulating Dunham Lectures given at Har- 
vard in November, 1949, Dr. C. H. Andrewes 
concluded with the statement, “Almost every- 
one has his own foolproof technic for pre- 
venting or curing colds; yet colds are as num- 
erous and as troublesome as ever.” As if in 
answer to Dr. Andrewes, only a few days 
later the Reader’s Digest for December, 
1949, came off the press with an article by 
Paul de Kruif entitled “Is This, at Last, 
Good-bye to the Common Cold?” “Dr.” De 
Kruif strongly suggested an affirmative 
answer to his rhetorical question by stating 
that a cold might be aborted if the victim 
would take one of the antihistamines at the 
onset of his cold, and avoided altogether if 
one would take an antihistamine tablet daily. 

De Kruif’s article was based chiefly upon 
poorly controlled trials of antihistamines by 
Brewster and by Arminio and Sweet. Since 
then a number of carefully controlled trials 
of the antihistamines in treating the common 
cold have been conducted. One of the first 
was by a special committee of the Medical 
Research Council of Great Britain. In one 
experiment half the volunteers were given 
antihistamine tablets, and the other half 
“dummy” tablets forty-eight hours before 
and seventy-two hours after being inoculated 
with cold virus. Colds developed in exactly 
half of each group. In a clinical trial of a 
much larger group of individuals, it was 
demonstrated that “this antihistaminic drug 
had little if any value in the treatment of the 
common cold.” 

Another similar trial was conducted by 
Feller and others at Western Reserve, and the 
conclusion reached that “‘No beneficial pro- 
phylactic or therapeutic effect was demon- 
strated.” In Sweden, Dr. G. Bergquist gave 
antihistamine and inert tablets to 594 pa- 
tients, alternately. For those who had symp- 
toms less than six hours the recovery rate 
with the inert tablets was 48.2 per cent, and 
only 40.5 per cent for those getting the anti- 
histamine. In those with symptoms from six 
to twelve hours, the placebo group again 
fared better, with a recovery rate of 22.8 per 
cent as compared with 20.9 per cent for those 
given antihistamine. 


Jersey 47:192 (May) 
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In spite of this overwhelming weight of 
evidence, “Dr.” De Kruif announces in the 
Reader’s Digest for February that “Science 
Vindicates Antihistamines.” He conveniently 
forgets or fails to read the reports unfavor- 
able to his viewpoint, or he could not, with 
intellectual honesty, have said that “None of 
these tests was limited to the first symptoms 
of colds.” . 

It must be admitted that the extensive 
publicity given the antihistamines for treat- 
ing the common cold has had at least one de- 
cidedly beneficial effect—upon the incomes 
of their manufacturers. Thanks largely to the 
Reader’s Digest, the sales of these products 
have brought in millions of dollars. Already 
the daily papers and the radio are beginning 
to carry such announcements as “NOW AGAIN 
Reader’s Digest REPORTS OVERWHELMING 
MEDICAL EVIDENCE FOR ANAHIST!’’() 

It is to be hoped that “Dr.” De Kruif will 
read Dr. Andrewes’s stimulating lecture on 
the common cold, especially the statement. 
“... even the most eminent men of science 
almost invariably lose all sense of critical 
judgment when colds and especially their 
own colds are concerned.” And when an 
“eminent man of science” is well paid for 
writing sensational pseudoscientifie articles, 
it is but natural that he should select subjects 
with wide reader appeal. It is unfortunate, 
however, that such articles as the Reader's 
Digest publish for him should cost the Ameri- 
can public so much money for so little value. 
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EDITORIAL IN NINE WORDS 


“The 1948 infant mortality rate for the United 
States was the-lowest on record according to figures 
released today by Federal Security Administrator, 
Oscar R. Ewing.” (From the FSA release dated 
March 27, 1950.) 


Is this the system Mr. Ewing wants to 
change? 


Reprinted from the Journal of the Medical Society of New 
1950, 
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THE HUMAN SIDE OF THE PRACTICE. 


OF MEDICINE 


W. L. PRESSLY, M.D.* 
DUE WEST, S. C. 


I esteem it an honor to be asked to con- 
tribute an article to the NORTH CAROLINA 
MEDICAL JOURNAL. To comply with this re- 
quest has been made a pleasure by the sug- 
gestion of your Director of Public Relations 
that I write on “The Human Side of The 
Practice of Medicine.” I accept this sugges- 
tion gladly, for, after all, our work is with 
human beings. 

As I grow older in years and in the prac- 
tice of medicine—and, I trust, more mature 
in thought and judgment—I am thoroughly 
convinced that, as members of the medical 
profession, our lives must be devoted to 
service. Wherever and whenever possible, we 
are to bring relief to the suffering, renewed 
hope to the cheerless, and courage to the 
faint of heart. There is no hour that we are 
exempt from this high call. The men of our 
profession whom we have delighted to honor 
through the generations have blazed a path 
for us by long hours and hard work. There 
can be no substitute for these. Scientific skill 
and sympathetic care of the sick should ever 
walk hand in hand. No medical care, how- 
ever skilled, can be rendered effectively with- 
out love and sympathy. 

An aged woman came in my office a few 
days ago. I was not the first doctor she had 
consulted. As she sat down, I asked, “What 
seems to be bothering you today?” To this 
she replied, “I told the doctors, but. they 
wouldn’t pay no ’tention to me.” After listen- 
ing to her story, I gave her a thorough exami- 
nation. She had no physical disorder. All she 
needed was a sympathetic listener to rid her 
mind of certain fears. 

This is no isolated case. Last year we made 
a careful study of the patients who came to 
our office during a certain week. As a result 
of this study we found that 26 per cent of 
these patients could be classified with this 
old woman. During the strenuous days before 
us, this percentage may even be increased. 
I have related these incidents simply to em- 
phasize that as general practitioners we must 


* Selected by the American Medical Association in December, 
1948, as General Practitioner of the Year. 
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take time to give a sympathetic hearing to 
that which seems so important to the patient. 
Thus we may be guided to the proper treat- 
ment. 

In full appreciation, then, of all the scien- 
tific preparation our medical colleges afford, 
the advantages derived from internships and 
gained from occasional clinics, and in appre- 
ciation of the services rendered through com- 
munity, county, state, and federal medical 
agencies, I want to bring to your attention 
afresh that phase of medicine which deals 
with the human being at the point where 
mind and matter meet. 

The swift spread of psychiatric clinics 
throughout our land, and the recent develop- 
ment of religious cults dealing with mental 
states indicate that doctors need to be far 
more than peddlers of pills. In a world where 
emotional pressures abound, as in this tragic 
hour of contemporary history, we doctors 
need to be equipped to enter every sickroom 
and every hospital ward, remembering that 
Macbeth’s question rises in the heart of many 
a patient: 


Cans’t thou not minister to a mind diseased, 
Pluck from the memory a rooted sorrow, 
Raze out the written troubles of the brain, 
And with some sweet oblivious antidote 
Cleanse the stuffed bosom of that perilous 


Which weighs upon the heart? 

Scientific therapy for such a burdened 
heart is insufficient. Such distress has its 
origin in no functional disorder, nor does it 
result always from the invasion of the body 
by deadly germs. It is, rather, a condition 
made clear by the truth of Milton, who wrote 
in his blindness: 


The mind in its own place, and in itself 
Can make a heaven of hell, a hell of heaven. 


What answer can we give to the man who 
sits, chin in hand, like Rodin’s “Thinker,” 
and ponders, in the words of Hamlet, ““To be 
or not to be, that is the question.” To all of us 
there comes such an hour. This fact should 
enable us to approach every bedside in the 
spirit of the ancient prophet who declared, 
“T sat where they sat.” 

This sympathy is of greatest importance, 
since often we must deal with conditions 
which no physical therapy can ever touch, 
involving problems which no microscope can 
diagnose and no scalpel remove. They are 
conditions which flit like shadowy spirits, 
veiling life’s outlook, dulling life’s hope, sub- 
duing life’s courage. Such a condition de- 
mands a healing deeper than the physical. 
Adequately to meet the need, we should walk 
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in fellowship with Him who is the Great 
Physician. By His gentleness, patience, and 
understanding sympathy, as well as by His 
divine power, He brought to the multitudes 
who sought His healing ministry hope and 
courage and the will to live. It is likewise our 
privilege—and should be our holy ambition 
—to move among our patients as those whose 
happy hearts do good like a medicine, radiat- 
ing, by our very presence, a spirit of confi- 
dence and hope which, more than many a 
medicine, brings new strength to atrophied 
sinews. 
From Birth to Death 

This ministry touches life at every stage, 
from swaddling clothes to shroud. The doctor 
is present at the moment when life emerges 
into conscious being, with all its attendant 
mystery and wonder. He is also present when 
life vanishes from the body, attended by 
equal mystery and awe. 


Youth 

Think what an understanding doctor can 
mean to the child as life unfolds and de- 
velops! From the vantage point of age and 
experience, look back upon the child as he 
stands at the threshold of life. He marvels 
at the disclosures of the world about him, as 
it grows larger and larger. Biologic advances 
within his growing structure fill him with 
wonder—sometimes with fear. For these ad- 
vances are generally accompanied by new 
emotional experiences, new intellectual ad- 
ventures, new social adjustments. Bewildered 
by it all, without the steadying and guiding 
hand of an understanding friend, the child 
may conclude that life is a toy to be played 
with, rather than a set of forces and impulses 
to be wisely governed and consecrated to 
high endeavor. Such a conclusion ‘would in- 
vite shipwreck before the sails are well un- 
furled, and would transform what might 
have been a glorious voyage into a holiday 
tragedy. 
Maturity and old age 

Surely, then, we should not underestimate 
the importance of wholesome association and 
counsel with youth. Only thus can we help 
to guarantee to life, in its meridian heat, the 
glow and power which belong to a noble 
maturity. Then, too, we may confidently an- 
ticipate an evening of stillness and peace, 
when 

Time claims his tribute: silent now the lyre; 
The curfew bell reminds us—cover up the fire. 

For it is in the evening of human experi- 

ence, with its ever lengthening shadows, that 
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our ministry is greatly needed. The roseate 
hues of youth have paled. The tempests of 
middle life have abated, Stealthily, the wish 
to sit by the raked up ashes of the past and 
spread thin hands over the whitening embers 
asserts itself. Memory takes the reins, and 
reflection becomes the habit. In such a day 
medical science and surgical skill can con- 
tribute little. It is here, however, that under- 
standing friendship and cheerful ministry 
yield an unfailing harvest of renewed hope 
and joy to the patient, and of love and grati- 
tude to the doctor. 


Death 

Finally, do we have a ministry to offer 
when life approaches the inevitable separa- 
tion of body and spirit, with all the hopes 
and fears that crowd such an hour? This is 
the period, as Holmes reminds us, 


When the iron portal shuts behind us, 

And life forgets us in its noise and whirl, 

Visions that shunned the noonday find us, 

And glimmering starlight shows the gates 
of pearl. 


Having attended life at its very beginning 
and ministered to it through all its fitful 
fevers, we must now understand that “they 
also serve who only stand and wait.” To 
watch and wait in understanding sympathy 
in a dimly lighted room, while a stoical father 
beats back the surging tide of grief and a 
suffering mother stifles a sob, as together 
they await the child’s last, quivering pulse— 
this, too, is to be a doctor. When all the heal- 
ing virtues of medicine and surgery have 
done their best, this phase of medicine re- 
mains—and demands our most skilled and 
delicate ministry. 

And may I now suggest that to be this kind 
of doctor brings one into the upper.room of 
the medical fraternity and into fellowship 
with the immortals of our profession? In this 
room they lived and labored. Spurning ease 
and self-aggrandizement, they have walked 
in the footsteps of Him who came, “not to be 
ministered unto, but to minister,” and whose 
desire for men was “that they might have 
life and that they might have it more abun- 
dantly.” 

But while, as we have said, this spirit 
characterized the immortals of our profes- 
sion, we are quite sure that no doctor, how- 
ever far short he may come in its realization, 
can be satisfied to cherish any lower ideals 
for himself. To us these stalwarts call, 
“Friend, come up higher.” In this day of the 
world’s agony and distress may we, one and 


all, heed the call. 
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Then, when we have served our own gen- 
eration with all the scientific wisdgm known 
to us; when we have extended our ministry 
into the i inner sanctuary of man’s being, may 
we recall with Kipling these lines of expec- 
tation: 

When earth’s last picture is painted, and the 
tubes are twisted and dried, 

When the oldest colours have faded, and the 
youngest critic has died, 

We shall rest, and, faith, we shall need it— 
lie down for an aeon or two, 

Till the Master of all good workmen shall set 
us to work anew! 

And only the Master shall praise us, and only 
the Master shall blame: 


And no one shall work for money, and no one 


shall work for fame: 

But each for the joy of the working, and each, 
in his separate star, 

Shall draw the thing as he sees it for the God 
of things as they are! 


CORRESPONDENCE 


To the Editor: 

I was very much interested in your edi- 
torial on “Dramamine versus Hyoscine”’ in 
the December number of the NORTH CARO- 
LINA MEDICAL JOURNAL. My wife, who suf- 
fers from sea- and air-sickness has compared 
dramamine and hyoscine on several occa- 
sions, and finds the latter is much more ef- 
fective. She uses the prescription that was 
worked out during the War for the Air 
Force, a copy of which I enclose. 


Sodium amytal 64 mg. (gr.i) 
Hyoscine hydrobromide 0.2 mg. (gr.1/300) 
Atropine sulfate ........................ 0.15 mg. (gr.1/400) 
ACROO TEM. WE iisiscsosaccdon es prieacved 0.38 Gm. (gr.v) 
Adult Dose: 1 capsule every 8 hours, starting 
2 hours before departure. 


With best wishes, I am 
Yours sincerely, 
Wilburt C. Davison, M.D., Dean 
School of Medicine 
Duke University 


* bd 7 





To the Editor: 

This spring will mark the eighteenth an- 
nual Easter Seal Sale to be conducted 
throughout the state by the North Carolina 
League for Crippled Children. As you prob- 
ably already know, this appeal is held each 
year throughout the nation to provide the 
many special services handicapped children 
so desperately need. 

In North Carolina these services include a 
publie program as to the causes of crippling 
and preventive measures; financial aid to 
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handicapped persons for medical aid, trans- 
portation, appliances, etc., where money is 
not available through existing agencies; 
helping establish facilities for treatment and 
training cerebral palsied children; and coop- 
erating with the Department of Public In- 
struction in providing facilities for special 
education classes and training teachers of 
handicapped children, as well as many other 
services ... 

We are appealing to you for assistance in 
publicizing the 1951 Easter Seal Sale, since 
91.7 per cent of all funds raised in the state 
will be retained here to develop our county 
services and, we hope, expand existing serv- 
ices. 

The 1951 Easter Seal Sale opens Sunday, 
February 25 and closes Easter Sunday, 
March 25... May we thank you in advance 
on behalf of North Carolina’s and the na- 
tion’s handicapped and crippled children who 
will be given an opportunity to lead a more 
normal, happier life through your generous 
assistance? 

Cordially yours, 

D. HIDEN RAMSEY, President 

The North Carolina League 
for Crippled Children, Inc. 





HELP 
CRIPPLED 
CHILDREN 





It costs money to help crippled children—money 
for services, for education, for research. Use Easter 


Seals. 
* * * 


The handicapped deserve an opportunity to live 
normal, useful lives. You can help to give them 
that opportunity by using Easter Seals. 

* Ht 

Funds raised through Easter Seals support a 
year-round program of education, research and di- 
rect services for the nation’s handicapped. You can 
help. Use Easter Seals. 
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NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Leading surgeons from America’s foremost med- 
ical schools met at Duke University February 8-10, 
for the twelfth Annual Meeting of the Society of 
University Surgeons, according to Dr. Deryl Hart, 
chairman of the department of surgery at Duke. 

Some 150 members of the society, representing 
twenty-five medical schools, attended the three-day 
sessions. Membership in the group, which includes 
only 200 American surgeons, is limited to men of 
high academic rank in teaching institutions. 

Forty-five technical papers covering a_ wide 
range of surgical interests were discussed. Among 
the subjects were hypertension, neuritis, cancer, 
ulcers, skin grafting, burns and wounds, anesthesia, 
and a host of other conditions and their surgical 
applications. 

On the opening day twenty-five papers were pre- 
sented by Duke physicians, surgeons, and scientists. 
Presiding in the morning was Dr. Hart. Dr. Clar- 
ence Gardner, Jr., professor of surgery, presided 
over the afternoon meeting. Presiding officers for 
the Friday morning and afternoon and Saturday 
sessions were Dr. Joseph W. Beard, professor of 
experimental surgery; Dr. Kenneth Pickrell, pro- 
fessor of plastic surgery; and Dr. Keith S. Grim- 
son, professor of surgery. All five are members of 
the society. 

Featured speaker at the annual dinner meeting 
Friday night was Dr. Jean Stevenson, of Cincin- 
nati, president of the society. 

These medical teaching institutions were repre- 
sented at the meeting: California, Johns Hopkins, 
Duke, Vanderbilt, Albany Medical Center, Cincin- 
nati, Harvard, Illinois, Michigan, Emory, Washing- 
ton, Cornell, Stanford, Virginia, Yale, Rochester, 
Tulane, Kansas, Chicago, Pennsylvania, Minnesota, 
Columbia, Iowa, and Ohio State. 





NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


A grant of $3,500 has been made to Drs. J. Logan 
and Elinor Moore Irvin, of the Department of Bio- 
logical Chemistry, by the Research Corporation, of 
New York, for the support of a research project 
on “The Isolation and Physico Chemical Character- 
ization of Nucleic Acids and Nucleoproteins; In- 
teractions with Acridine and Quinoline Derivatives.” 

HK te 1% 


Dr. A. T. Miller, Jr., spoke to the staff of Mercy 
Hospital in Charlotte on “Obesity as a Medical 
Problem” at its January meeting. 

* ae * 


Dr. K. M. Brinkhous and Dr. John H. Ferguson 
participated in the fourth annual Josiah Macy, Jr., 
Conference on Blood Clotting and Allied Problems 
held on January 22 and 23 in New York City. 


%* 2 %* 


Dr, John H. Ferguson was invited to participate 
in a series of seminars on “Blood Cells and Plasma 
Proteins, Their State in Nature” at the Harvard 
University Laboratory of Physical Chemistry Re- 
lated to Medicine and Public Health; he spoke on 
“The Components of Human Blood Concerned with 
Coagulation” on February 8. 
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Dr. Jessica H. Lewis and Dr. A. T. Miller, Jr., of 
the Department of Physiology, attended the meet- 
ings of the Southern Society for Clinical Research, 
which met jointly with the Southern Section of the 
Society for Experimental Biology and Medicine in 
New Orleans on January 25 through the 27. Dr. 
Lewis presented a paper on “Activation of Dog 
Serum Profibrinolysin by a Purified Lung Protein 
and by Staphylokinase.”’ 

* * ® 

Dr. H. William Scott, Assistant Professor of 
Surgery at Johns Hopkins University School of 
Medicine, spoke to the faculty and student body on 
“The Effects of Alteration of the Pulmonary Ar- 
terial Circulation on Experimental Tuberculosis” on 
February 7. 





NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 


Dr. Eben Alexander, assistant professor of sur- 
gery, will present a paper on “Glomus Jugularis 
Tumor” at the meeting of the Southern Neuro- 
surgical Society in New Orleans, Louisiana, on 
February 9 and 10. 


S65 -¢ 


Dr. H. H. Bradshaw, professor of surgery, dis- 
cussed voluntary health plans at the meeting of 
the Auxiliary of the Guilford County Medical Soci- 
ety at Sedgefield on January 23. 

ob A +e 

Dr. Frank R. Lock, professor of obstetrics and 
gynecology, presented four lectures at the fifteenth 
annual meeting of the International Postgraduate 
Assembly of Southwest Texas held in San Antonio, 
January 23-25. His subjects were: “Management 
of Prolonged Labor,” “The Responsibility of Phy- 
sicians in the Management of Premature Labor,” 
“The Diagnosis and Treatment of Oliguria or An- 
uria Complicating Pregnancy,” and “The Diagnosis 
and Treatment of Functional Pelvic Disease.” 

ak ok eS 


Dr. Robert L. McMillan, associate professor of 
clinical medicine, served as chairman of one of the 
groups participating in the 1951 Heart Conference 
held at Chapel Hill on January 20. Dr. Harold D. 
Green, professor of physiology, and Dr. C. C. Davis 
took part in the panel discussion. 


Dr. George T. Harrell, Jr., Dr. Jerry Aikawa, 
and Dr. W. E. Cornatzer will serve as lecturers for 
a course on radioisotopes in medicine to be offered 
by the Oak Ridge Institute for Nuclear Studies at 
Oak Ridge, Tennessee, February 5-16. Dr. Harrell’s 
subject will be “Intra- and Extra--Cellular Spaces”; 
Dr. Aikawa will discuss “Techniques of Fluid Space 
Measurements”; and Dr. Cornatzer’s subject will be 
“General Principles of Phospholipide Synthesis.” 
Dr. Harrell and Dr. Aikawa are in the department 
of internal medicine. Dr. Cornatzer is in the depart- 
ment of biochemistry. 

oS ~ 

Papers on which various doctors from the Bow- 
man Gray staff collaborated formed the basis for 
the leading article in the December 30 issue of the 
Journal of the American Medical Association. Sub- 
ject of the editorial was “Action of Lipotropic 
Substances in Liver Disease as Measured by Radi- 
oactive Phosphorus,” and among those whose work 
contributed to it were: Dr. Camillo Artom, Dr. 
William A. Wolff, Dr. George T. Harrell, Jr., Dr. 
David Cayer, and Dr. W. E. Cornatzer. 
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Marcus Gulley, senior medical student, atttended 
a meeting in Chicago, Illinois, in December, which 
was called for the purpose of forming a Student 
American Medical Association. Forty-seven medical 
schools sent representatives to discuss the plan for 
junior affiliates of the A.M.A. Bowman ange A stu- 
dents will vote on the question of becoming charter 
members of the organization. 





NORTH CAROLINA LEAGUE FOR CRIPPLED 
CHILDREN 


Helping crippled children to new lives in which 
they can realize their full, individual potentialities 
is the happy, though complex, objective of one of 
our nation’s greatest causes—that of the National 
Society for Crippled Children and Adults. The Na- 
tional Society and its affiliates are banded together 
in a working federation dedicated to finding the 
crippled, discovering new ways of restoring them 
to usefulness, and assisting and supplying the serv- 
ices needed to make them constructive, well-inte- 
grated members of a progressive and energetic 
society. 

To continue this vast program requires’ money, 
and lots of it. That is why once a year the Ameri- 
can people are asked to help support this important 
work through the Easter Seal campaign. The 1951 
Easter Seal drive opens Sunday, February 25 and 
closes Easter Sunday, March 25, and will be con- 
ducted in North Carolina by the North Carolina 
League for Crippled Children and its 100 county 
chapters, Everyone has an opportunity to partici- 
pate in this month-long campaign by contributing 
and thus helping to finance those many direct serv- 
ices for the handicapped. 





NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


Tuberculosis Death Rates Released 
Tuberculosis caused an average of 1,042 deaths 

per year in North Carolina for the period 1945- 

1949, according to reports from the State Board of 

Health in Raleigh. The number of deaths and the 

death rates for each year of the five-year period 

are as follows: 

Death Rates 
31.7 
28.5 
28.4 
23.9 
23.6 


No. of Deaths 


1198 
1090 
1056 
908 
956 
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NCTA Annual Meeting in Greensboro 

The 1951 Annual Meeting of the North Carolina 
Tuberculosis Association and the North Carolina 
Chapter of the American Trudeau Society will be 
held in Greensboro, April 17 and 18, according to 
an announcement by Dr. S. B. McPheeters, chair- 
man of the program committee, Headquarters for 
the meeting will be the O. Henry Hotel. 

The tentative program includes a discussion of 
Case-finding Services, Community Approach to Tu- 
berculosis Control, Seal Sale, Tuberculous Patient, 
Family and Community Education in the Public 
Health Section, and Differential Diagnesis of Pul- 
monary Diseases in Children, Geriatri Cubercu- 
losis, Current Thought on Tuberculosis in Children 
and Physiotherapy and Chest Therapy in the Med- 
ical Section, 


Year 
1945 
1946 
1947 
1948 
1949 
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Seal Sale Report Shows Increase 
With 102 out of 115 units heard from as of De- 
cember 30, the grand total for the 1950 seal sale is 
$345,383.38. Comparable figures for ninety-nine of 
these reporting units show an increase of $35,010.16, 
or 11.4 per cent, over last year. Total sale in 1949 
was $386,865.98. 





NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


Dr. John H. Hamilton, Director of the State Lab- 
cratory of Hygiene, unanimously was elected As- 
sistant State Health Officer by the State Board of 
Health, in session here January 19. The meeting 
was held in the library of the Laboratory Building 
on Caswell Square, Dr. Grady Dixon of Ayden, 
presiding. 

The Board also voted to take a definite stand on 
the matter of the location of the proposed new 
State Health Building. It was decided to ask the 
Legislature to raise the present appropriation from 
$600,000 to $950,000 for the erection of a building 
on the site of that now occupied by the Department. 
It was further voted to ask the State Board of 
Public Buildings and Grounds to take the proper 
action to have this new building named the “Cooper 
Memorial Health Building,” in memory of the late 
Dr. George M. Cooper, who died December 18. The 
Board also adopted a resolution on Dr. Cooper. 

During Friday’s meeting, the Board approved the 
application of fluoride to public water supplies, 
“where there is strong demand and where the addi- 
tion of fluoride is concurred in by the local Dental 
Society, the local Medical Society and the local or 
District Health Officer, providing approved pro- 
cedures are strictly carried.” It now appears estab- 
lished that such water treatment tends to reduce 
dental cavities among children. 





STATE BOARD OF MEDICAL EXAMINERS 


The North Carolina State Board of Medical Ex- 
aminers has announced the following schedule: 

Interviews with applicants for licensure by en- 
dorsement of credentials—May 7, at the Carolina 
Hotel, Pinehurst. 

Written examination—June 18-21, Sir Walter Ho- 
tel, Raleigh. 

Interviews with applicants for licensure by en- 
dorsement of credentials—June 19. 





JOHNSTON COUNTY MEDICAL SOCIETY 


The Johnston County Medical Society held its 
first meeting of the year on January 10 at Four 
Oaks, About eighty per cent of the members attend- 
ed the dinner and heard a talk on public relations 
by Dr. John S. Rhodes of Raleigh. The secretary 
reported that twenty-three of the twenty-four 
physicians who are active members of the society 
have paid their 1951 dues to the State Society and 
the American Medical Association. Fifty per cent 
of the honorary members have paid their A.M.A. 
dues. The society is composed of both doctors and 
dentists, the latter paying dues to their own state 
and national organizations. 





FORSYTH COUNTY MEDICAL SOCIETY 


Dr. H. S. Willis of McCain addressed the For- 
syth County Medical Society at a dinner meeting 
held in Winston-Salem on January 9. His subject 
was “Tuberculosis.” 
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NEWS NOTES 


Dr. Claude A. Frazier has announced the opening 
of his office for the practice of pediatric allergy, 
at 403 City Building, in Asheville. 

te a oo 

Dr. Frank B. Gross, Jr., has opened his office for 
the practice of internal medicine, at 10 Vanderbilt 
Place, in Asheville. oe 

Dr. Norman L, Anderson (member of the Amer- 
ican Trudeau Society, Fellow of the American Col- 
lege of Chest Physicians, and Diplomate of the 
American Board of Internal Medicine) has an- 
nounced the opening of offices for the private prac- 
tice of internal medicine and diseases of the chest, 
at 86 Victoria Road, Asheville. 





GEORGIA SOCIETY OF OPHTHALMOLOGY AND 
OTOLARYNGOLOGY 


The Georgia Society of Ophthalmology and Oto- 
laryngology will hold its annual meeting at the 
General Oglethorpe Hotel in Savannah, Georgia, 
March 2 and 3, 1951. Members and their guest are 
invited to make their reservations directly with the 
hotel. Registration fee for the lectures is $20.00. 





NEW ORLEANS GRADUATE MEDICAL 
ASSEMBLY 


The New Orleans Graduate Medical Assembly 
will hold its Fourteenth Annual Meeting March 
5-8. The program will include lectures, a panel dis- 
cussion on ACTH and cortisone, clinics, sympo- 
siums, clinicopathologic conferences, technical ex- 
hibits, round-table luncheon discussions, and many 
other features. The registration fee of $15.00 should 
be sent to the New Orleans Graduate Medical As- 
sembly, 1430 Tulane Avenue, New Orleans 12, 
Louisiana. 





EMORY UNIVERSITY SCHOOL OF MEDICINE 


The director of postgraduate education of the 
Emory University School of Medicine has an- 
nounced that a postgraduate course in cardiology 
will be held at the University, March 5-9. Applica- 
tion for enrollment should be made to the director, 
- at 36 Butler Street, S.E., Atlanta 3, Georgia. 





AMERICAN COLLEGE OF SURGEONS 


Beginning Monday morning, February 26, and 
continuing through Tuesday, February 27, at The 
Homestead, Hot Springs, Virginia, will be a Sec- 
tional Meeting of the American College of Surgeons 
embracing the entire southeastern region of the 
United States. Surgeons and members of the med- 
ical profession at large are invited to attend the 
‘sessions, which will begin Monday and Tuesday 
mornings with the showing of medical motion pic- 
tures, followed by scientific sessions. Dr. Claude 
C. Coleman of Richmond is chairman of the Hot 
Springs committee on arrangements. 





AMERICAN HEART ASSOCIATION 


Need for Heart Research Sharpened by 
Defense Emergency 
According to an announcement by A. W. Robert- 
son, Chairman of the Board of the American Heart 
Association, Research Fellowship Awards totaling 
$173,800 have been granted to forty-one individuals. 
To encourage the development of new research 
skills, Mr. Robertson announced an additional award 
of $17,400, to continue a training school for car- 
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diovascular investigators at Western Reserve Uni- 
versity, Cleveland, under the direction of Dr, Carl 
J. Wiggers. 

The Fellowship Awards are the first of this 
year’s allocations from funds contributed by the 
American public during the 1950 Heart Campaign 
last February. They provide for studies to be made 
during the 1951-52 academic year. The 41 Fellows 
were selected from among 65 applicants. Among 
North Carolinians who will receive new or contin- 
ued fellowship awards are: Dr. Wilfried Momma- 
erts of Duke University, Durham, North Carolina 
—biochemistry of muscular contraction; Dr. James 
F. Schieve, Duke University, Durham—homeostatic 
mechanisms regulating the arterial blood pressure; 
Dr. Jerry K. Aikawa, Bowman Gray School of Med- 
icine, Winston-Salem—rheumatic fever; and Dr. 
Philip A. Khairallah of Duke University—biochem- 
ical studies on the contractile protein system of 
cardiac muscle. 





INTERNATIONAL ACADEMY OF PROCTOLOGY 


The International Academy of Proctology will 
present its first teaching seminar on proctologic 
subjects, including the more recent developments, 
in the form of a symposium and round table dis- 
cussion. The session will be held in New York City, 
April 7, 1951. 

Registration for the seminar will be limited in 
number and open to licensed physicians who are 
members of the American Medical Association, 
state or county medical associations, and graduates 
of an approved medical school. Admission to the 
seminar will be by card only. Preference in regis- 
tration will be given to those affiliated with the 
International Academy of Proctology. 

For registration or further information commun- 
icate with Dr, William Lieberman, Chairman, Sem- 
inar Committee, International Academy of Proc- 
tology, 1819 Broadway, New York 23, N. Y. 





NATIONAL GASTROENTEROLOGICAL 
ASSOCIATION 


The National Gastroenterological Association 
again takes pleasure in announcing its Annual Cash 
Prize Award Contest for 1951. One hundred dollars 
and a Certificate of Merit will be given for the best 
unpublished contribution on Gastroenterology or 
allied subjects. Certificates will also be awarded 
those physicians whose contributions are deemed 
worthy. 

Contestants residing in the United States must 
be members of the American Medical Association. 
Those residing in foreign countries must be mem- 
bers of a similar organization in their own country. 
The winning contribution will be selected by a board 
of impartial judges and the award is to be made 
at the annual convention banquet of the National 
Gastroenterological Association in September, 1951. 

Certificates awarded to other physicians will be 
mailed to them. The decision of the judges will be 
final. The Association reserves the exclusive right 
of publishing the winning contribution, and those 
receiving Certificates of Merit, in its official publi- 
cation, THE REVIEW OF GASTROENTEROLOGY. 

All entries for the 1951 prize should be limited 
to 5,000 words, typewritten in English, prepared in 
manuscript form, submitted in five copies, accom- 
panied by an entry letter, and must be received 
not later than June 1, 1951. Entries should be ad- 
dressed to the National Gastroenterological Asso- 
ciation, 1819 Broadway, New York 23, N. Y. 
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COMMISSION ON CHRONIC ILLNESS 


Over twenty national health organizations are 
now participating in the preparation of authorita- 
tive summaries of what is now known about the 
prevention and early detection of arthritis and 
rheumatism, heart disease, cancer, poliomyelitis, 
multiple sclerosis, cerebral palsy, epilepsy, diabetes, 
blindness, deafness, tubergulosis, and syphilis. State- 
ments are also being prepared on emotional dis- 
orders, heredity, occupation, and malnutrition as 
they may be related to the causation of chronic 
disease, These statements will be used at the Na- 
tional Conference on Chronic Disease: Preventive 
Aspects, March 12-14, 1951, at the Edgewater 
Beach Hotel in Chicago. 

The Conference is being sponsored by the Com- 
mission on Chronic Illness in cooperation with the 
Public Health Service and the National Health 
Council. The national Commission was founded in 
1949 by the American Medical Association, Amer- 
ican Hospital Association, American Public Health 
Association, and the American Public Welfare As- 
sociation, 

National organizations contributing to the finan- 
cial support of the Commission’s work are the 
American Cancer Society, American Heart Asso- 
ciation, American Medical Association, National 
Foundation for Infantile Paralysis, National Society 
for Crippled Children and Adults, Inc., National 
Tuberculosis Association, New York Foundation, 
and the Public Health Service. 





AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 


At a special meeting of the American Board of 
Obstetrics and Gynecology, held in Pittsburgh, 
Pennsylvania, December 14, 1950, the following 
changes in the regulations of the Board were unan- 
imously adopted: 

1. That physicians otherwise qualified, who were 
graduated before January 1, 1939 and whose 
required training was in obstetrics or gyne- 
cology alone, and who have confined their 
practice to obstetrics or gynecology for at least 
five years immediately prior to application be 
accepted for examination as candidates for 
certification in either obstetrics or gynecology. 
In all other respects requirements for eligibil- 
ity remain the same for those physicians grad- 
uated since 1939. Bilateral training is required 
as published in the Bulletin of the Board. 

2. Applicants who have been certified by one of 
the other American Specialty Examining 
Boards will not be eligible for certification by 
this Board until they have relinquished the 
certificate previously conferred. 

3. Since the vast majority of obstetrical and 
gynecological cases are non-operative the 
Board requires adequate training in basic sci- 
ences, infertility, endocrinology, oncology, ir- 
radiation therapy, psychosomatic medicine, 
electrotherapy, and other non-operative meth- 
ods of diagnosis and treatment as well as 
training in major operative procedures. 





TWENTY-THIRD ANNIVERSARY NUMBER OF 
THE HEBREW MEDICAL JOURNAL 


The appearance of Volume 2, 1950, of THE HE- 
BREW MEDICAL JOURNAL (Harofe Haivri), 
concludes the twenty-third successful year of its 
publication under the editorship of Moses Einhorn, 
M.D. Written in Hebrew, with English summaries, 
the Journal is a contribution to the development of 
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the Hebrew medical literature, and thus aids the 
newly established Hebrew University Medical School 
in Jerusalem. . 

In the medical section, among the articles of 
interest are ‘Surgical Treatment of the Painful, 
Stiff Hip—(The resection-angulation operation)” 
by Henry Milch, M.D.; “Electroencephalography and 
the Epilepsies’” by Samuel J. Lipnitzky, M.D.; and 
an article by Dr. M. Temkin on the various infec- 
tious diseases which prevailed in Palestine, such 
as malaria, typhoid fever, pappataci and amoe- 
biasis, and have lately been checked by the Health 
Department of the Government of Israel. 

In the section “Old Hebrew Medical Manuscripts,” 
Dr. Zussmann Muntner of Jerusalem presents a 
twelfth century manuscript on Diarrhea, by Abu’l 
Walid Ibn Rosh (Averroes, the Philosopher). In the 
section “Personalia,” are included biographical 
sketches on the well known Dr. David Israel Macht, 
on the occasion of the fortieth anniversary of his 


-scientific research, and also on the life and work 


of the late physicians, Dr. Harry Friedenwald, Dr. 
Abraham J. Rongy and Dr. Nathan Ratnoff. 

For further information, communicate with the 
editorial office of The Hebrew Medical Journal, 983 
Park Avenue, New York 28, New York. 





HEART FUND CAMPAIGN 


No finer gift could be made to an enemy of the 
United States than to abandon medical research at 
this time, especially in the field of heart disease, 
according to Dr. Howard B. Sprague, President of 
the American Heart Association. Dr. Sprague spoke 
recently on “Heart Disease and the National Emer- 
gency,” in the first official nation-wide broadcast 
on behalf of the 1951 Heart Fund Campaign. 

Dr. Sprague participated in a round table dis- 
cussion in which Bruce Barton, author, advertising 
executive and chairman of the 1951 Heart Fund, 
served as moderator. Joining Dr. Sprague in the 
discussion was Dr. Howard A. Rusk, chairman of 
the Department of Physical Medicine and Rehabil- 
itation of New York University—Bellevue Medical 
Center. The program was heard on the coast-to- 
coast network of the National Broadcasting Com- 
pany, as an introductory feature on behalf of the 
month-long Heart Fund campaign which opened 
Thursday, February 1. 

(BULLETIN BOARD CONTINUED ON PAGE 84) 





Classified Advertisement 


ANNOUNCING THE OPENING OF A 
MANUSCRIPT CLINIC 


SERVICES: Medical papers edited, re- 
organized, or rewritten; references checked 
and completed; tables arranged; manuscripts 
retyped. 

DIRECTOR: Mrs, E. W. Jackson, assistant 
editor of the NORTH CAROLINA MEDICAL 
JOURNAL, 1940-1950. 

ADDRESS: 428 Stratford Road, Winston- 
Salem 5, North Carolina. 

RATES AND REFERENCES 
request. 


given on 





You can help support the program of your crip- 
pled children’s society. Give the handicapped a 
chance. Use Easter Seals. 
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AUXILIARY 


PUBLIC RELATIONS COMMITTEE 


The best exponents of good public relations 
for any medical association are the members 
of the auxiliary to that association. How 
often has this statement been made, and how 
eternally true it is! When you want things 
done, give the task to the women and it will 
be accomplished with wisdom and dispatch. 
From all reports, this is now and ever has 
been true in North Carolina. It appears to 
us that the members of the Auxiliary to the 
Medical Society of the State of North Caro- 
lina are doing their bit toward improving the 
public relations of medicine. They have set 
their course, and they are determined to 
reach their ultimate goal. 

When one of the officials of the Auxiliary 
asked me to write a few words of comment 
about that organization, I was pleased and 
flattered. My remarks, however, cannot be 
too specific, since my knowledge of their 
activities as yet is rather limited. Be that as 
it may, details are relatively unimportant to 
my thinking at this time. What is important 
is the fact that these ladies have a plan of 
operation and a willingness to perform a 
task. They are united in purpose and are pro- 
ducing results. 

After all, no one is in better position than 
the ladies to promote the good will of the 
public. Through her daily contacts with 
neighbors and tradesmen, each doctor’s wife 
has the chance to create an atmosphere of 
friendliness which can truly result in a feel- 
ing of warmth toward the doctor himself. 
Through her position of influence in the af- 
fairs of community life, her civic clubs and 
committee work, she is able to gain the under- 
standing and sympathetic support of the men 
and women with whom she deals. 

I am sure that each member of the Auxil- 
iary realizes that in all organizations success, 
progress, and achievement are predicated 
upon continuity of effort. There must be a 
concerted drive to win friends. This task can- 
not be done in one week, one month, or even 
one year. Life simply does not work that way. 
It must forever be a part and parcel of each 
member’s personal life—not for awards re- 
ceived but because such a philosophy of life 
is good and right. It brings happiness to the 
doer. It becomes the everyday habit of each 
member of the Auxiliary. 
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It appears that members of the Auxiliary, 
one and all, are eager not only to create more 
and more friends for medicine, but also to 
help these friends give tangible expression 
to their opinions. The task of securing reso- 
lutions opposing compulsory health insurance 
has been, I believe, a vital project in many of 
the Auxiliary chapters throughout the state. 
They have set themselves to this task with 
all the efficiency at their command. 

Let me give you an example. I know of one 


-member of the Auxiliary who sent to the 


Public Relations office ten resolutions oppos- 
ing compulsory health insurance. And these 
resolutions came from a small town, not a 
large city. They came from all types of or- 
ganizations—study clubs, the Kiwanis Club, 
the Business and Professional Women’s Club, 
the Daughters of the American Revolution, 
Junior Chamber of Commerce, and others. 
This, I believe, is an excellent example of 
what can be done when the Auxiliary decides 
to perform a mission. 

Some time ago I had the privilege of speak- 
ing to a group of officials of several women’s 
clubs in a neighboring county. While there, I 
talked with the leader of the Auxiliary in 
that county. I was truly impressed with the 
progress which was being made in many and 
varied undertakings. These ladies had not 
narrowed their field to a single phase of 
operation. They had undertaken a wide and 
comprehensive program. 

Some recent projects of county auxiliaries 
have been: scholarships for nurses; dissemi- 
nation of information to high schools; award 
to the organization having the best educa- 
tional program on voluntary health insur- 
ance; prize for the auxiliary procuring the 
greatest number of resolutions opposing 
compulsory health insurance; solicitations 
for funds for new hospital; help in reorgan- 
izing medical libraries; and an award for the 
District doing the most outstanding work. 

I am told that study of national and world- 
wide affairs as they affect medicine consti- 
tutes one important phase of Auxiliary work. 
Members inform themselves by reading and 
discussion. Auxiliary meetings are built 
around noted speakers who discuss timely 
topics. 

Furthermore, Auxiliary members have 
endeavored to make people in all walks of 
life more conscious of their responsibility as 
citizens of a free country. They have encour- 
aged their neighbors to take advantage of the 
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rights of good citizenship and to be con- 
cerned about the affairs of their community, 
state, and nation. By joining forces with 
other organizations, they are endeavoring to 
make sure that an ,educated public under- 
stands the true meaning of American free- 
dom. 

It is my high hope that, as time goes on, I 
shall have the opportunity of meeting more 


of the ladies of the Auxiliary. It is challeng- 


ing to me to see the results of their efforts. 
My only wish is that there were more of 
them. For I truly believe that, through the 
wisdom of their leaders, coupled with the 
diligence and eagerness of each member, the 
Auxiliary to the Medical Society will accom- 
plish the tasks which it has undertaken. Also 
the Medical Society of the State of North 
Carolina will discover anew an active and 
indispensable partner in the accomplishment 
of its most difficult goals. 

LERoy H. Cox, Director 

Public Relations 

Medical Society of the State 

of North Carolina 





A.M.A. Approves “pHisoHex’” Name 

The name “pHisoHex” as the shortened form of 
pHisoderm with Hexachlorophene has been ap- 
proved by the Council of Pharmacy and Chemistry 
of the American Medical Association, Winthrop- 
Stearns, Inc., pharmaceutical manufacturers, has 
announced. 

The product pHisoHex is an antibacterial, suds- 
ing, emollient synthetic skin detergent. Originally 
introduced as a potent antiseptic detergent for sur- 
gical scrubs in hospitals, it is also widely prescribed 
for patients by dermatologists and is being exten- 
sively used for prevention of cross-infection in hos- 
pitals and homes. It is supplied in 3 fluid ounce 
refillable glass and plastic hand dispensers, and 5 
ounce refillable “squeeze bottle” for wash room or 
emergency bag and in bottles of 16 fluid ounces, 
and 1 U. §. gallon. Specially constructed 10 ounce 
and 30 ounce dispensers for attachment to walls 
or a portable stand are also available. 





Lilly Company Announces Release 
of Tylosterone 

Eli Lilly and Company has announced the release 
of Tylosterone tablets (diethylstilbestrol and me- 
thyltestosterone). Heretofore, estrogens and andro- 
gens have been employed simultaneously on a basis 
that was largely tentative. It was theorized that 
when used together, they would avoid uterine 
bleeding and virilization while giving relief from 
menopausal symptoms. Now, there is conclusive 
clinical evidence, obtained in such a way as to pre- 
clude both prejudice and psychotherapeutic sug- 
gestion, that the combination contained in Tylos- 
terone does minimize the undesirable side effects 
of estrogen alone, and furthermore, it affords an 
increased feeling of well-being while relieving the 
symptoms of menopause. In proper dosage, Tylos- 
terone provides objective and subjective relief, with- 
out side effects. 
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BOOK REVIEWS 


The 1950 Year Book of Medicine. Edited by 
Paul B. Beeson, M.D., J. Burns Amberson, 
M.D., William B. Castle, M.D., S.M. (Hon.) 
Yale, M.D. (Hon.) Utrecht, Tinsley R. Har- 
rison, M.D., and George B. Eusterman, 
M.D. 819 pages. Price, $5.00. Chicago: The 
Year Book Publishers, 1950. 


This annual review of important contributions to 
the field of internal medicine affords ready refer- 
ence for review by the busy practitioner. The book 
is divided into five parts, each having its own ed- 
itor, Each part has a short introduction by the 
editor, reviewing recent advances in the field. The 
introduction is followed by abstracts of published 
papers, to which are appended occasional notes or 
comments by the editor. Each part is divided into 
sections by subjects, with headings for ready ref- 
erence at the top of the page. Abstracts of one or 
more articles in each general phase of medicine are 
included. Papers covering not only diagnosis and 
therapy but the mechanisms of disease are included. 
Illustrations depicting clinical processes, x-ray, and 

athologic sections are scattered through the book. 

he type is large and readable, and the material 
well selected. The book should be especially valu- 
able to general practitioners who might not have 
access to many of the journals containing the ar- 
ticles reviewed. 





Angina Pectoris and Myocardial Infarction. 
By Heymen R. Miller, M.D., Formerly Prin- 
cipal Physician and Chief, Signal Corps 
Climatic Research; Attending Physician, 
Sydenham Hospital; Assistant Professor of 
Medicine, New York Postgraduate Medical 
School and Hospital; Associate Attending 
Physician, Montefiore Hospital, 336 pages. 
Price, $8.75. New York: Grune and Strat- 
ton, 1950. 


The subtitle of this book, “With Special Refer- 
ence to the Autonomic Nervous System,” indicates 
the author’s principal objective. Fully half the book 
is devoted to the autonomic nervous system, and 
the part it plays in regulating the circulation and 
in distributing the pain of angina and myocardial 
infarction. 

The work should appeal to students of the auto- 
nomic nervous system, but it would have little ap- 
peal for the clinician. The style is marred by the 
author’s habit of using the longest words possible 
to express his meaning. For example: “A striking 
aspect of referred anginal pain is its sinistrality.” 

The actual clinical picture of an attack of myo- 
cardial infarction is rather poorly presented, The 
outline of treatment also leaves much to be desired. 
Morphine is stressed for the relief of pain, not- 
withstanding its tendency to nauseate so many peo- 
ple. Dilaudid, codeine and Demerol—although far 
less nauseating—are mentioned rather casually, as 
an afterthought, The question as to whether to use 
a bedpan or commode is completely ignored. 

The book can hardly be recommended for general 
use by practitioners, because of its difficult style, 
and because of its sketchy treatment of the clinical 
aspects of coronary heart disease. The autonomic 
nervous system is discussed at length, but—it seems 
to this reviewer—in such bombastic language that 
an admittedly difficult subject is made unneces- 
sarily forbidding. 
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Principles of General Psychopathology: An 
Interpretation of the Theoretical Founda- 
tions of Psychopathological Concepts. By 
Siegfried Fischer, M.D., Clinical Instructor 
in Psychiatry, University of California; 
formerly Professor of Psychiatry and Neu- 
rology, University of Breslau. 327 pages. 
Price, $4.75. New York: Philosophical Li- 
brary, 1950. 


Dr. Fischer, one time professor of neurology and 
sychiatry at the University of Breslau, and now 
in this country, has made, in this little volume, a 
readable and helpful contribution to the psychiatric 
literature. The book is carefully written, and, while 
it lacks something of the exhaustiveness which we 
have come to expect (and sometimes to dread) in 
works published in this field, there are few real 
deficiencies to be noted. 


A certain ephemeral quality is to be expected in 
works dealing with sicknesses of the mind. Who is 
so apperceptive as to be able to enumerate, in the 
order of their importance, the factors entering into 
the final break of a schizophrenic personality? 
There are, however, certain guideposts to help 
those who would understand the causes of madness. 
Fischer’s book illuminates these guideposts with 
a clearness that is unique. 

The work is divided into four parts. The first 
two deal with the fundamental principles of psy- 
chology and psychopathology, and the latter two, 
with the clinical application of these principles. 
The book should be of help to the student of med- 
icine (graduate or undergraduate), and particularly 
to the thousands of physicians who find themselves 
inadequately prepared to cope with the problems 
of psychiatry which are encountered in everyday 
practice. 





Recent Advances in Nutrition. By Paul R. 
Cannon, Ph.D., M.D., Chairman of the De- 
partment of Pathology, University of Chi- 
cago. 74 pages. Price, $2.00. wrence, 
Kansas: University of Kansas Press, 1950. 

In this book the author presents material from 
three separate lectures which were addressed to the 
faculty and students of the University of Kansas 
Medical School. These lectures are titled (1) “Re- 
cent Advances in Nutrition,” (2) “Dietary Essen- 
tials in Relation to Tissue-Protein Synthesis,” and 
(3) “Pathologic Aspects of Protein Nutrition and 
Their Relationship to Amino-Acid Utilization.” 
From data obtained from experiments: using “the 
Rat-Repletion Method,” conclusions are drawn as 
to the vital role of the essential amino acids which, 
with adequate vitamin and caloric intake, sustain 
sufficient protein reserves to meet daily body re- 
uirements, and insure adequate tissue-protein syn- 
thesis to counteract various pathic stimuli. Protein- 
depletion from pathologic debilitation is mentioned, 
and conditions for protein-repletion are discussed 
in order to elucidate some of the problems of con- 
valescence and of preoperative and postoperative 
care. 

Twenty-three graphs depicting the topical experi- 
mental work are included, and each lecture is doc- 
umented with adequate references. 





Medical Management of Gastrointestinal 
Disorders. By Garnett Cheney, M.D., Clin- 
ical Professor of Medicine, Stanford Uni- 
versity Medical School. 478 pages. Price, 
$6.75. Chicago: The Year Book Publishers, 
Inc., 1950. 


In this small, well printed book, the author 
attempts to present, in a concise fashion, the diag- 
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nostic approach to the more common gastrointes- 
tinal problems as they can be evaluated in office 
examination, rather than by the usual textbook 
description of disease. 

Following a section on a general approach to 
the patient, which includes points to empha- 
sized in the gastroenterologic history and physical 
examination, the more simple diagnostic studies 
which may be necessary for differential diagnosis 
and he general therapeutic measures are dis- 
cussed, 


Much practical and useful information for the 
diagnosis and management of simpler gastroin- 
testinal problems is presented, but the brevity of 
the book limits the discussion of the more complex 
and difficult gastroenterologic conditions, which de- 
mand a more detailed presentation than they re- 
ceive. 


The book can be recommended for the general 
practitioner. 





Iu Memoriam 


GEORGE MARION COOPER, M.D. 


WHEREAS, the death of Dr. George Marion 
Cooper, Assistant State Health Officer, which oc- 
curred on Monday, December 18, 1950, removed 
from our midst one of the greatest Public Health 
officials and humanitarians North Carolina has ever 
known; and 

WHEREAS, his efforts in behalf of the under- 
privileged, especially among mothers and babies, 
not only were signally outstanding, but bore wide- 
spread and beneficial results in every part of our 
State; 

Now, therefore, be it resolved by the Senate, the 
House of Representatives concurring: 

Section 1. That official recognition be given the 
life and services of this distinguished and useful 
native of Sampson County, who, for thirty-five 
years was associated with the State Board of 
Health. 

Section 2. That a copy of this resolution be given 
the Secretary and State Health Officer, and copies 
to Dr. Cooper’s three surviving children. 

Section 3. That today’s adjournment be in honor 
of Dr. Cooper. 

Section 4. That this resolution shall be in full 
force and effect from and after its ratification. 





JOHN BARRETT WALKER, SR., M.D. 


WHEREAS, Dr. J. B. Walker, Sr., has joined the 
group of our fellow members who have gone on 
ahead to richer fields of service, and 

WHEREAS, this Society is deeply conscious of 
its loss of a worthy colleague and amiable friend, 
and 

WHEREAS, his willing and untiring efforts to 
help his fellow man continue to serve as a stim- 
ulus to us all; 

BE IT RESOLVED: That the Alamance-Caswell 
Medical Society record its feelings of high tribute 
to him as physician, conferee and friend, and 

BE IT FURTHER RESOLVED: That a copy of 
these resolutions be included in the permanent re- 
cords of this society, and a copy sent to the family 
and to the North Carolina Medical Journal. 

Signed: 
P. Y. Greene, M.D. 
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AMERICAN HEARING SOCIETY 


In 1937 a sum of money was subscribed in mem- 
ory of Miss CoraliexN, Kenfield of San Francisco, 
California, a teacher well known throughout the 
United States for her high ideals and advanced 
methods in teaching lip-reading. This money, placed 
in the Kenfield Memorial Fund, is administered by 
the American Hearing Society and provides an an- 
nual scholarship, The amount of the Kenfield Mem- 
orial Scholarship for 1951 is $100.00. Applicants 
must be prospective teachers of lip-reading to the 
hard of hearing. Those already teaching lip-reading 
cannot be considered, Applications must be filed 
between March 1 and May 1, 1951 with: 

Miss Rose V. Feilbach 
Chairman, Teachers’ Committee 
1157 North Columbus Street 
Arlington, Virginia 





AMERICAN COLLEGE OF CHEST PHYSICIANS 


The Fourth Annual Postgraduate Course in Dis- 
eases of the Chest, sponsored by the American Col- 
lege of Chest Physicians, Pennsylvania Chapter, 
and the Laennec Society of Philadelphia, will be 
presented at the Hotel Warwick, Philadelphia, Penn- 
sylvania, March 26-30, 1951. This course will em- 
phasize the recent developments in all aspects of 
the diagnosis and treatment of chest disease. It is 
open to all physicians, although the number of reg- 
istrants will be limited. The tuition fee is $50.00, 
and applications will be accepted in the order in 
which they are received. Applications should be 
sent to the American College of Chest Physicians, 
500 North Dearborn Street, Chicago 10, Illinois. 





DEPARTMENT OF DEFENSE 


Secretary of Defense George C. Marshall recently 
named Dr. Richard L. Meiling, Director of the Of- 
fice of Medical Services, Department of Defense, as 
the Chairman of the Department of Defense Blood 
Donor Campaign. Dr. Meiling will act as liaison 
with the American National Red Cross, and will 
direct and coordinate the program with the Depart- 


ment of Defense. 
Bo ok ok 


Three Civilian Members Appointed to 
Armed Forces Medical Policy Council 

Three nationally prominent civilian professional 
men have been appointed to the recently estab- 
lished Armed Forces Medical Policy Council, the 
Department of Defense has announced. 

The new Council members are Drs. I. S. Ravdin, 
Philadelphia; W. Randolph Lovelace II, Albuquer- 
que; and James P. Hollers, San Antonio. 

Their appointments complete the membership of 
the seven-man Council. Appointment of the other 
members—Dr, Richard L. Meiling, Chairman, and 
the Surgeons General of the Army, Navy, and Air 
Force—was announced January 5, 19651. 

Dr. Ravdin is a nationally known surgeon and 
the John Rhea Barton Professor of Surgery at the 
University of Pennsylvania. Dr. Lovelace is a trus- 
tee of the Lovelace Clinic in Albuquerque and an 
authority on aviation medicine. Dr. Hollers, a prac- 
ticing dentist, is a member of the House of Dele- 
gates of the American Dental Association and a 
past national president of the Reserve Officers 
Association. 
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ATOMIC ENERGY COMMISSION 


The Sourcebook on Atomic Energy, a compre- 
hensive review of basic non-secret atomic energy 
information prepared under the direction of the 
Technical Information Service of the U. S. Atomic 
Energy Commission was published December 4, by 
the D. Van Nostrand Co., New York, N. Y. 

The sourcebook was written by Dr. Samuel Glas- 
stone, scientist and author and consultant to the 
AEC, who also served as executive editor of the 
recently published Efffects of Atomic Weapons. 
The foreword was written by Chairman Gordon 
Dean of the AEC. 

The publisher of the book was chosen by the AEC 
on the basis of open competitive bidding. A major 
consideration in the award of the contract to the 
D. Van Nostrand Co, was the fact that the com- 
pany offered to sell the 546-page volume, illus- 
trated, bound and indexed, at the lowest retail 
price: $2.90 per copy. 

The sourcebook is considered suitable for use by 
anyone interested in the scientific and technical 
aspects of atomic energy, including college stu- 
dents, teachers, and textbook authors. 





DEPARTMENT OF THE ARMY 


Army Develops Substitute for Morphine 

Perfection of a new synthetic narcotic to replace 
morphine was announced recently by Dr. Henry K. 
Beecher, civilian consultant to the Army Surgeon 
General. Dr. Beecher is professor of research in 
anesthesia at the Medical School of Harvard Uni- 
versity and chief of the a of Anesthesia 
at Massachusetts General Hospital. 

Just arrived from Korea where the new drug, 
Methadone, was tested on hundreds of American 
and allied wounded at the farthest forward evacu- 
ation hospital near Hamhung, Dr. Beecher declared 
that the field tests verified the findings that have 
been made in thousands of postoperative cases dur- 
ing the last three years at Massachusetts General 
Hospital. 

The story of Methadone goes back to the day in 
1945 when the Army took over the I. G, Farben 
plant in Germany. Preliminary work had been done 
there and the information turned over to the Re- 
search and Development Board of Army Medical 
Service. During the postwar years the Surgeon 
General’s Office has worked closely with other in- 
terested groups to perfect the new synthetic which 
has the same effect as morphine, milligram for 
milligram, and which is made from nitriles derived 
from nitrogen and hydrocarbons. 

An interesting sidelight is that Methadone may 
be less habit-forming and will probably be of great 
help in curing morphine addicts. Tests at the Unit- 
ed States Public Health Service for addicts at Lex- 
ington, Kentucky, showed that the drugs relieve 
the terrible sufferings of patients being taken off 
morphine. 





VETERANS ADMINISTRATION 


Dr. John G. Hood, who has been manager of the 
Veterans Administration Hospital at Chamblee, 
Georgia, was appointed manager of the V. A. Hos- 
pital in Richmond, Virginia, effective January 21, 
1951. 

Dr. Hood attended the University of Georgia at 
Athens and the University of Georgia Medical 
School at Augusta, receiving his M.D. degree in 
1925, He is a member of the Columbia, South Caro- 
lina, Medical Society and the American Heart 
Association. 
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SOME COMMENTS ON THE REGIONALIZATION 
OF HOSPITALS 


SAMUEL PROGER, M.D.* 


BOSTON, MASSACHUSETTS 


The basic aim of regional hospital integra- 
tion is to make available a higher quality of 
medical care to a larger segment of society as 
efficiently and economically as possible. This 
is both an economic and an educational prob- 
lem. 

The Economic Problem 


In general, better medical care is more ex- 
pensive medical care. For example, good x- 
ray and laboratory personnel and facilities 
are expensive. Such improvements in medical 
care, however, can often nowadays be made 
largely self-supporting through insurance or 
private fees. 

The expenses inherent in an educational 
program, however, cannot so readily be cov- 
ered by patients’ fees, for the reason that the 
benefits of such an educational program are 
intangible, indirect, and not clearly recog- 
nizable. Yet I dare say that within a given 
region nothing is more essential to the devel- 
opment and maintenance of a high quality of 
medical care than a continuing and service- 
able educational program as it relates both 
to practitioners and ancillary personnel. 

Advances in medicine may be of no value, 
or may even prove harmful, if they are 
not intelligently applied. They may be intelli- 
gently applied only through the medium of 
education. It is startling to find large sums 
of money being widely raised and liberally 
appropriated for fine buildings and expen- 
sive equipment, with little or no regard for 
the importance of financing an educational 
, program to help make these buildings and 


Read before the First Annual Meeting of the North Carolina 
Health Council, Raleigh, North Carolina, June 14-15, 1950. 

_* Professor of Medicine, Tufts College Medical School; Phy- 
sician in Chief, New England Medical Center; Chief of Staff, 
Pratt Diagnostic Clinic; President, Bingham Associates Pro- 
gram. 


their equipment maximally useful. Hospital 
administrators think nothing of charging pa- 
tients twenty-five dollars for some x-ray 
films of the intestines, yet they consider it 
improper to charge these same patients five 
dollars, let us say, for an educational pro- 
gram for their institution which would make 
the roentgen examination, and everything 
else that is done for the patient, more 
meaningful and hence more useful. I rather 
suspect that the patient would get more in 
return for each dollar expended for such a 
program than for any other dollar he may 
have spent in the hospital. 

It is taken for granted that the cost of 
medical care in a teaching hospital is higher 
than it is in a nonteaching hospital. It is the 
teaching program that is responsible for this 
added cost, but it is this program that is 
also responsible for the higher quality of 
medical care found. An educational program 
is a legitimate hospital expense and, in large 
part, is legitimately chargeable to patients. 
When insurance agencies accept this prin- 
ciple widely, an important step forward will 
have been taken in the elevation of standards 
of medical care. 


The Educational Problem 


We must maintain a wide and relevant 
view of the problem of medical care. The hos- 
pital administrator is likely to think of the 
problem in terms of efficient hospital ad- 
ministration ; the economist, in terms of pre- 
paid medical insurance; the trustee, in terms 
of building, laboratory, and x-ray facilities; 
the patient, in terms of the personality of his 
physician, and so on. In the final analysis, the 
problem of medical care resolves itself into 
providing a doctor for a patient and satis- 
factory facilities for that doctor, be he a 





